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INTRODUCTION. 


Tue fact that ovarian pregnancy occurs has been already sufficiently 
proved by the cases of Kouwer and van Tussenbroek, Thompson and 
others. So far, accordingly, the case now reported merely confirms 
evidence that has already been adduced. But it has been thought 
advisable to give in some detail the results of the examination that 
has been made. 

The time and mode of detection of the pregnancy in this case 
suggest the thought that ovarian pregnancy may be more frequent 
than we have hitherto imagined. This suggestion has already been 
made by many; by Kantorowicz (Volkmann’s Sammlung, No. 370),* 
although the two cases he reports are not satisfactorily proved to 
have been pregnancy at all; by Werth (von Winckel’s Handbuch 
d. Geburtsh.), by Mendes de Leon and Holleman, Mayo Robson 
and others. 

The occurrence of blood cysts in the ovary is common, and—at 
least in our cases here—these cysts have hardly ever been carefully 
examined for products of pregnancy. Even in this case, where a 
diagnosis of extrauterine pregnancy had been made and operation 
had been performed on that diagnosis, we put aside the specimen 
at first as an example of mistaken diagnosis, and it was only when 
it came to be examined some months after that it was found to 


* Abstract in this Journal, vol. 5, p. 557. 
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be an ovarian pregnancy. This point as to frequency of occurrence 
could be easily determined were a few pathologists each to examine 
a series of, say, twenty cases of blood cyst of the ovary and report 
their findings. 

Our present case must have been a very early pregnancy, but 
hemorrhage sufficient to destroy the ovum might occur at even an 
earlier period and give rise to only a small follicular collection of 
blood, the aspect of which might suggest nothing but a “hemor- 
rhagic follicle.” 

The vitality of the syncytium is no doubt considerable, and the 
conditions which devitalise it are not clear, but we may suppose 
that it may be crushed by a sudden hemorrhage into a sac the wall 
of which does not readily yield to pressure, and we would in that 
ease have no further bleeding taking place. In our case we may 
suppose that the syncytium had persisted for some time after the 
hemorrhage started, and had caused a continuance of bleeding into 
the follicle until its wall was near the point of rupture. Possibly 
had we deferred operation much longer perforation of the wall 
might have occurred and intraperitoneal hemorrhage resulted, as 
in so many of the other cases. No trace of the embryo itself was 
found. It must have perished at a very early stage, while the 
oval envelopes were probably living up to the time of operation. 
The stroma of the villi showed a formation of vessels, and these are 
not present in the villi at first. 

Early death of the embryo is probably usual in ovarian preg- 
nancy. Even when an embryo is found it is usually undergoing 
some post mortem change, as in the cases of van Tussenbroek, 
Freund and Thomé, ete. This might naturally be expected from 
the absence from the ovary of large vessels such as are present in 
the uterine wall. Perhaps from this consideration we might be 
led to expect that a pregnancy which by chance settled near the 
hilus of the ovary would have a greater chance of persisting than a 
pregnancy in the cortex. But the probability of an ovarian preg- 
nancy going on to full development must in any case be very small. 
The rapid growth of the ovum can only be accommodated in a tissue 
which has extraordinary powers of expansion, and in this respect 
the firm tissue of the ovary differs toto coclo from the endometrium. 

It is interesting, however, to note the effort the ovary makes in 
these cases to imitate the uterus, or we ought rather to say the simi- 
larity of the response which it makes to the presence of a pregnant 
ovum. The blood vessels increase in size and number, and inter- 
villous blood spaces form. Cells are found here and there re- 
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sembling decidual cells, and though pathologists incline to trace 
them to other sources, it is possible that some at least may be trans- 
formed connective tissue cells like the uterine decidua itself. 

It would have been instructive to have a full examination of 
such a case as Croft’s, in which the pregnancy had reached three 
months and the foetus was still living at the time of operation. Then 
we might have been able to see the later stages of the union between 
foetal and maternal tissues, and to discover how the ovary and, 
perhaps, the loose connective tissue of the broad ligament had 
allowed sufficient nourishment to be provided for the continued 
growth of the ovum. We may say that the method of union between 
ovum and maternal organism is simply a provision for an enormous 
blood supply. The ovum grows because it lies in a pool of blood, 
and a pregnant ovum can settle and grow wherever such an arrange- 
ment can be made. The active absorptive effort is made by the ovum 
itself, and if failure occurs it is due to the insufficiency of the food 
supply. And it is here that the ovary might be expected to fail. 


Some Previous Cases OF OVARIAN PREGNANCY. 


Before reporting our case it may be useful to summarize a few of 
the more important reports of early ovarian pregnancy, so as to 
state more precisely the question as it now presents itself for in- 
vestigation. 


In such a summary we must, of course, begin with (1) the paper 
of Dr. Catharine van Tussenbroek, of Amsterdam (Annales de Gyné- 
cologie et d’Obstétrique, December, 1899), reporting her examination 
of the specimen handed to her by Dr. Kouwer—a paper which may 
be regarded as the first complete demonstration of ovarian preg- 
nancy. 

The patient, et. 31, had had 5 children, and the last menstruation 
had occurred six weeks before. The clinical history and symptoms 
distinctly pointed to extrauterine pregnancy. A great quantity of 
fluid blood was found in the abdomen at the operation, and clots 
were adherent over the right ovary. From the 4th to the 7th day 
after the operation fragments of decidual membrane escaped from 
the uterus. The ovary—probably originally of large size, as in 
Freund and Thomé’s case—was quite separate from the tube. The 
ovisac contained a half-macerated embryo, 12mm. long, on which 
head, caudal extremity and commencement of limbs are distinctly 
seen. The umbilical cord is short and thick. The ovisac is within 
a corpus luteum and the ovum is completely surrounded by a theca 
interna composed of large granular necrotic cells much resembling 
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decidual cells. Between the foetal tissues and the theca interna is a 
layer of connective tissue. The whole ovum is surrounded by villi— 
there being no discoid placenta formed. The villi show both epi- 
thelial layers—Langhans’ and syncytium. On the syncytium are 
cilia. The ciliated syncytium is also found in irregular fragments 
floating in the intervillous space or even lying on the maternal 
tissue. The foetal and maternal tissues seem to be united through 
the medium of a layer of fibrin, probably derived from the necrotic 


trophoblast, in which, however, the maternal tissue may also take 
part. 


(2) Case of Hastings Gilford (Lancet, 1899, Vol. i., p. 1711). 

Patient, aged 38, had had 3 children; last period was 14 days 
before. The diagnosis lay between—(1) extrauterine gestation; (2) 
perforated gastric ulcer; and (3) acute intestinal obstruction. About 
three pints of blood were found in the peritoneum. The left ovary 
was 3'8cm. long, 33cm. broad. There was a rent in its surface 
2°2cm. long. A mole was found 2'8 cm. long, 2°2 cm. broad, mostly 
composed of organized blood clot, but from part of it projected a 
bunch of chorionic villi. The tube was free from the ovary, and on 
slitting it up no trace of disease was found. 

No detailed examination was made, but the author assumes that 
the ovum had been attached in a Graiifian follicle. 

(3) Case of E. O. Croft (London Obstetrical Transactions, Vol. 
42 (1900), p. 316). 

The patient, zt. 25, had had two children. From the history and 
symptoms a diagnosis of extrauterine pregnancy was made. At the 
operation no blood was found in the peritoneum, but rupture took 
place during the operation and a 3 months’ foetus was extruded. 
The Fallopian tube was quite separate from the ovary in which the 
gestation sac was evidently situated. The microscopic examination 
was not quite conclusive as to its ovarian origin, and no examination 
of the placental attachment seems to have been made. 

(4) Case of Anning and Littlewood (London Obstetrical Trans- 
actions, Vol. 43 (1901), p. 14). 

Patient xt. 28; first pregnancy. A diagnosis of extrauterine 
pregnancy was made, and an operation was done 14 days after cessa- 
tion of menstruation. A large quantity of blood was found in the 
peritoneum, and in this an ovum, which seemed to have escaped from 
a small opening in the right ovary into which it could be fitted. 
The Fallopian tube was normal and separated from the ovary. 

The wall of the cyst in which the ovum lay showed the structure 
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of a corpus luteum, but there was no detailed microscopic examina- 
tion, a fact deeply to be regretted in such a young specimen. 

(5) Case of Mayo Robson (Journ. of Obst. and Gyn. Brit. Emp., 
Vol. ii, (1902), p. 11). 

Patient, et. 24, had not been pregnant before. Signs of rupture 
appeared six weeks after last menstruation. Diagnosis of extra- 
uterine pregnancy was made. Blood was found in peritoneum. The 
tube was quite free from the ovary, at the inner pole of which was a 
semicircular opening leading into a cavity. From this cavity ap- 
parently had escaped a small ovum, which was found in a blood clot 
at the top of the ovary. In this ovum was an embryo 4mm. in 
length. No detailed examination was made. 


(6) Case of John F. Thompson (7rans. Amer. Gyn. Soc., Vol. 27 
(1902), p. 338; and American Gynecology, Vol. i. (1902), p. 1). 

Patient, et. 32, had had two children. No definite diagnosis was 
made and exploratory incision was done. No rupture had taken 
place. The tube was free and patulous, and microscopic examina- 
tion found it to be normal. The ovisac was sunk in the ovarian 
tissue to a depth of 1°5 cm., and near its base on the surface of the 
ovary was a small opening of a ruptured Graiifian follicle. Anembryo 
1:2 cm. long was found in the sac attached bya cord 1°5 cm. long. No 
trace of amnion was found. The chorion covered the entire wall. 
There was a suggestion of a discoid placenta at the place of attachment 
of the cord. In the wall of the ovisac both thece of a corpus luteum 
were made out. “Mature villi and trophoblastic offshoots extend down 
to the substance of the ovary; masses of syncytium are seen lying in 
the theca interna.” No decidua was found. 


(7) Case of Mendes de Leun and Holleman, of Amsterdam 
(Révue de Gynécologie, June, 1902). 

The patient, et. 30, had had 3 children and 1 miscarriage. The 
diagnosis lay between pyosalpinx and intraligamentary ovarian cyst. 
Four months before there had been amenorrhea for six weeks, ter- 
minated by sudden abdominal pain and hemorrhage, but this had 
not suggested extrauterine pregnancy. The tumour was formed 
entirely by the ovary. The tube was unaffected. No embryo was 
found, but many villi, and of these one is represented in a blood- 
vessel (space lined with endothelium?). The relations of the ovary 
and ovisac, the normal state of the ovary, and the hemorrhagic con- 
dition of the ovisac presented very similar characters to those of the 
case we report in this paper. No corpus luteum was found. The 
authors think the pregnancy is in a follicle, and in the wall of the 
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foetal sac are cells which they think belong to the theca interna. 
The tissues, however, seem to have undergone too much degeneration 
for details to be made out satisfactorily. The groups of cells which 
are found in their case as in ours they think are partly trophoblastic 
and partly decidual. A layer of connective tissue separates the 
ovarian tissues from the ovisac. 


(8) Case of H. W. Freund. and R. Thomé (Virchow’s Archiv, 
January, 1906). 

The patient, et. 20, had not been pregnant before. There had 
been amenorrhea for three months, and from the history and symp- 
toms a diagnosis of extrauterine pregnancy was made. 

At the operation a small quantity of bloody serum was found in 
the pelvis, but no rupture had taken place. The tumour was formed 
entirely by the right ovary, and there was no connection with the 
tube or broad ligament. The left ovary was unusually large—over 
3 inches in length—and situated above the pelvic brim (infantile), 
and from the situation of the tube it seemed probable that the right 
ovary had also been so. The embryo, 13 mm. in length, lay in the 
ovisac with a cord 11 mm. long. The ovisac lay deeply in the ovary, 
its wall, formed by ovarian tissue, varying in thickness between 1 cm. 
to2cm. The embryo had evidently been dead for some time, but the 
membranes were still living at the time of operation, and had 
apparently increased since the death of the embryo. 

The authors think that the pregnancy had taken place in a 
follicle, but no granulosa or lutein cells were found, nor were 
decidual cells found. There was no corpus luteum. In the chorion 
both cell-layers were distinct—the syncytium, as usual, varying 
greatly. Its cilia were visible almost everywhere. The villi lay in 
a layer of blood, the corpuscles of which were mostly well preserved, 
but sometimes broken down into detritus. The villi never reach the 
ovarian stroma, but terminate in a layer of fibrin. Between the 


ovum and the maternal tissue, therefore, were intervillous spaces 
filled with blood. 


A proper placenta was not present. Near where the cord was 
attached the villi were larger than elsewhere, but there was no change 
in the tissue of the ovary. The ovum had attempted a placenta 
but there was no maternal response.* 


*Further details of this case, together with a summary of the authors’ conclusions 
(from a study of their own and other recorded cases) will be found on a later page 
of this number of the JourNat in an abstract of the paper by Dr. E. Scott Carmichael 
under the heading of “ Review of Current Literature.” 
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AvutTnHors’ Case. 


Clinical History. Mrs. D., et.33,admitted on the 25th of January, 
1905, had been married 12 years and had had 5 children, the last one 
24 years before admission. The labours had been natural, but at 
the last forceps had been used under chloroform. Al] the puerperia 
had been normal. Menstruation had been regular every four weeks, 
had lasted four days, and had been preceded by some pain in the 
sacral region. She looked strong and well nourished; the organs of 
circulation and respiration were normal. 

At the beginning of December, 1904, she had not menstruated for 
_ six weeks, when one evening on her way home from work in a 
laundry she was suddenly seized with severe pain in both iliac 
regions. She had a shivering fit, but no sickness. She was not 
aware of having got cold. She went to bed at once and fomentations 
were applied, but without any relief to the pain. Her doctor was 
called in and prescribed a mixture, and next day menstruation began 
and continued for three days. After four days’ interval it returned 
and lasted four days. Then in a fortnight she menstruated again, 
and is again menstruating at the time of admission. She has had 
constant gnawing pains in both iliac regions, especially the right, 
and this is always increased at the time of the menstrual discharge. 

She has lost flesh and feels decidedly ill and weak. 

On examination the abdomen presents ordinary multiparous 
characters. There is tenderness to pressure over the left iliac region, 
but no tumour formation anywhere. 

Per vaginam, the cervix is in its ordinary situation, somewhat en- 
larged and softened and slightly follicular. The uterus is in its 
ordinary situation, movable, and not much enlarged. The left uterine 
appendages form a considerable mass, tender to pressure and occupy- 
ing the left side of the pelvis. The region of the right appendages is 
even more tender to touch than the left side, but no distinct tumour 
is to be felt there. 

A diagnosis of extrauterine pregnancy was made, but as 
there was no hematocele and it was supposed that rupture 
had taken place into the broad ligament, it was hoped that 
the pregnancy might be at an end, and that rest and vaginal 
douching might lead to a disappearance of the tumour. After about 
ten days of this treatment, however, as there was no relief to the 
symptoms and the uterine hemorrhage continued, operation was 
resolved upon. 

On February 6th abdominal section was performed. In connec- 
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tion with the left ovary was found a blood cyst of about the size of a 
large victoria plum, but rather more irregular in shape. The ovary 
and tube were removed. The adnexa of the right side were found 
normal, and were left intact. 

Recovery was uninterrupted, and the patient left the hospital on 
February 22nd. 


DESCRIPTION OF THE SPECIMEN. 


The specimen, on examination, appeared to consist of normal 
Fallopian tube with ovary containing a blood cyst about the size of 
a victoria plum. It was kept for some days in a 5 per cent. solution 
of formalin, transferred to spirit for 48 hours, and left in a mixture 
of glycerine and water, 1 to 4. As nothing of unusual interest was 
observed, no minute examination was made until some months later, 
when the question of retaining the specimen for the museum was dis- 
cussed. A microscopic examination was made, and chorionic villi 
having been found in the blood clot, a complete investigation of the 
whole ovary was then entered upon. The following is a description 
of the specimen : — 

The specimen consists of the left tube and ovary, the tissues 
being firm and the hardening process now complete. The tube is 
normal to all appearance, somewhat tortuous in its course, but having 
no adhesions on its surface. The lumen is patent throughout; the 
fimbrie are free, the ovarian fimbria reaching, but not adherent to, 
the ovary. The broad ligament is normal and is free from adhesions. 


Fra. I. 


The ovary is more than twice its normal size, the upper part 
consists of normal ovarian tissue with smooth pale surface. The 
lower and larger part consists of deeply-coloured, blood-stained 
tissue, the surface of this part being continuous with that of the 
upper part. It is rough in character, its surface being covered with 
minute pieces of fibrin. This lower part occupies about two-thirds 
of the whole ovary. On opening into the ovarian tissue by means of 
a median longitudinal incision, the upper part is found to consist 
of pale tissue, firm in consistence, with numerous small cysts with 
clear contents. It is formed entirely of the normal ovarian tissue. 
The lower part consists of tissue densely infiltrated with blood and 
surrounded by a definite capsule of firm connective tissue. This 
capsule is closely adherent at some places to the underlying tissue, 
but at others can be easily separated. It varies in thickness, portions 
at the extreme lower part being thinned out to a membrane-like 
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PLATE 1. 


Ovary before incision was made. 


T. Uterine end of Fallopian tube. 
O. Normal ovarian tissue. 
W. Wall of blood mass with fibrinous covering. 


i i} 
» 
| 
| 
| 


| 
‘ 
‘ 
Pe 
x 


PLATE II. 


Interior of Ovary, one half removed, showing blood clot in lower 
portion surrounded by ovarian tissue. 


T. Uterine end of Fallopian tube. 

O. Normal ovarian tissue. 

C.L. Corpus Luteum. 

L. Lutein cells in convolutions. 

W. Wall of see, thinned out at this portion. 
Am, Amnion. 

Ch. Detached band of chorion. 

S. Space between wall and blood clot. 
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envelope. The central blood mass is generally firm, but varies in 
consistence and in depth of colour. 

At the centre of the mass and running out to near the periphery 
on one side are several bands of thin, deeply-coloured, glistening 
tissue resembling amnion. 

The whole lower part of the specimen shows a mass of blood filling 
the interstices of the tissue; no embryo can be found in its sub- 
stance. 

Fie. II. 

The interior of the ovary is shown in Fig. II.; one-half has been 
removed for microscopic examination. The upper part shows the 
Fallopian tube free at its fimbriated extremity; the tissue in the 
upper part of the ovary is normal, with small cysts and two corpora 
lutea in its substance. In the lower part is a blood mass with sur- 
rounding capsule of ovarian tissue; on the left side a space is seen 
where the blood clot has retracted from the wall in the process of 
hardening. On the right side the extreme thinning out of the 
ovarian capsule is seen. Several isolated bands of chorion are shown. 
These were not well marked on the specimen, but were found to 
correspond with the chorionic bands on the opposite side when micro- 
scopic sections were made. 

From this sketch we see that the tube is entirely separated from 
the blood mass by the intervening ala vespertilionis and the upper 
part of the ovary, no adhesions being found between them. The 
limiting wall of this blood mass is continuous with the ovarian tissue 
and the proof of this will be found in the microscopic examination, of 
which the following is a report :— 

One half of the blood mass was taken after the median incision 
had been made, and entirely sectioned. The tissue was embedded 
in celloidin, and the sections were stained with Erlich’s hematoxylin 
and counterstained with eosin. 

The following facts were arrived at after careful examination 
of great numbers of sections from each piece of tissue :—Portions 
taken from the ovary in its upper part show normal ovarian tissue 
with several corpora lutea at various stages of development ; numerous 
Graafian follicles and cysts are found, the latter varying in size from 
that of a pea to that of a bean, with clear contents, the lining mem- 
brane being composed of cuboidalepithelium. The corpora lutea in the 
younger stages show distension of their centre, as if from fluid con- 
tents, the walls consisting of lutein cell layers. Others show hyaline 
degeneration; areas of fibrous tissue are also seen in the ovarian 
stroma. The blood-vessels appear normal; there being some slight 
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degree of thickening in the arterial coats. The surface of the ovary 
is covered with germinal epithelium. The fact that the corpora 
lutea show varying stages of development negatives the theory of 
their arrest of development during pregnancy. 


Fig. III. 


Figure III. shows ovarian stroma with surface epithelium, and 
a Graifian follicle. Sections taken from the junction of the 
blood mass and ovarian tissue at the upper portion of the 
specimen where the capsule is thickest, show less degeneration 
of tissue than at the thinner and lower portion. These sections 
are of much interest as it is here that the embedding of the 
ovum has taken place. The wall shows on its outer surface ovarian 
tissue. The surface epithelium is lost except at the base of the folds 
where it has not been exposed to pressure. In some places this 
epithelium shows much flattening, the cells instead of having the 
normal columnar or cuboidal shape become spindle-like in form, the 
nuclei elongated with their long axes parallel to the surface, being 
distinguished from the connective tissue layer by the large nuclei 
placed in a single row. 


The vessels are increased in number, evidence of arterio-sclerosis 
is present, large lymph spaces, Gradfian follicles and hyaline bodies 
are also seen. Close to this portion but somewhat farther along the 
wall, large, flattened out spaces are seen, lined with cuboidal 
epithelium, which is continuous with that formed on the surface of 
the ovary. This illustrates the fact that cystic spaces may obtain 
their epithelium from ingrowths from the surface or germ epithelium. 
The lymph spaces increase in size the nearer the inner wall of the 
capsule is approached. The connective tissue cells are increased in 
size, their nuclei being rounded in form. Closely adjoining the blood 
mass is a broad, wavy band of clear tissue, staining deeply with eosin, 
showing all the characters of a lutein cell layer. 


Fic. IV. 


It is arranged in the form of convolutions with numerous vessels 
between the folds; at some portions it seems to be divided into two 
layers of similar character by young connective tissue cells, thus 
forming an outer and an inner layer. On examination by a high 
power objective, this band of clear cells appears to be limited on the 
outer surface by a layer of dense, connective tissue, rich in blood- 
vessels—the tunica externa;—adjoining this are the two layers of 
lutein cells with the connective tissue stroma between them—the 
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PLATE III, 


Ovarian Stroma. 
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PLATE IV. 


Convolutions of Lutein Cell layer. 
Ocular 6. Objective 1”. 


Fibrin 
layer 


Ovarian 
Stroma 
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Lutein Cells, Ocular 6. Oil immersion 1/12. 
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PLATE VI. 


Connective \ Fibrin 
Tissue of layer 
Villus 
Cells of Trophoblast 
Chorionic Villus with Trophoblastic cell mass. 
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tunica interna. The cells of this layer are somewhat degenerated, 
they are large in size, oval or rounded in outline, with faintly stain- 
ing, granular protoplasm, and limiting membranes; the nuclei are 
large, granular, and stain faintly. There are numerous structures or 
processes radiating out from the cell protoplasm, and intertwining 
with similar processes from neighbouring cells. 


Fic. V. 


Lutein substance is not found as a rule in the cell protoplasm, 
but it is observed in cells which lie free in the fibrin layer described 
later. These lutein cells closely resemble decidual cells, and are 
probably what have been taken for decidual cells by some writers 
on ovarian pregnancy. The easily recognized lutein cell arrange- 
ment, together with the state of degeneration of these cells, shows 
that they do not take any part in the formation of the decidua. We 
may here state that nowhere throughout the specimen can tissue be 
found which has taken upon itself the function or appearance of a 
decidual layer. On the inner side of the lutein tissue are a band of 
connective tissue rich in vessels, and irregularly-shaped sinuses with 
blood corpuscles in their centre. As we examine near the blood mass 
we observe that this connective tissue changes its character, the cells 
becoming obliterated and their places being taken by a layer of 
hyaline homogeneous tissue resembling fibrin with numerous spaces 
in its substance. Scattered throughout this layer are isolated cells © 
of definite epithelial form, round or oval in shape, with clear proto- 
plasm and round nucleus. In some places these cells appear to be 
larger in size and to have become aggregated into masses. 


Fic. VI. 


Figure VI. shows one of these masses with a definite chorionic 
villus attached; this villus is somewhat degenerated, but shows a 
connective tissue stroma with hyaline capsule pushing down among 
the epithelial cells and almost touching the fibrin layer. In the 
upper part of the villus—not seen in the figure—are a few 
deeply-staining oval nuclei scattered in the hyaline portion of 
the villus wall: these are the nuclei of the syncytium; they 
do not enter the cell mass, but become refleeted outwards 
at its surface. Here we have the early formation of a chorionic 
villus—the clearly defined connective tissue dipping down into the 
clear cells or trophoblast. The villi thus seen in contact with the 
fibrin layer are probably the villi of attachment (Haftzotten). The 
fibrin layer described above as lying on the connective tissue, is the 


‘ 

| 
| 
Be 

j 

bere 

d 

i 


400 Journal of Obstetrics and Gynecology 


layer of canalized fibrin (Nitabuch’s layer); the cells scattered in its 
substance are derived. from the fetal epiblastic structures. These 
may be trophoblastic, as most authorities now state that the source of 
the fibrin is the degeneration of the trophoblast. In the sections 
from the lower part of the ovisac the fibrin layer is found to be in 
close contact with the lutein cell layer, and also shows degenerated 
lutein cells and connective tissue cells in its substance. It can be 
traced from the layer higher up and is therefore not to be taken for 
hyaline degeneration of lutein cells, the result of pressure from the 
blood mass. 
Fie. VII. 

No definite trophoblastic cell nodes or columns are found in the 
connective tissue, but we see isolated masses of cells with large nuclei 
in the tissue stroma. It is probable that these cells are of fetal 
epiblastic origin, but they are smaller and more deeply stained than 
those found in the characteristic masses in contact with the villi. 
We have proof in this portion of the wall of the embedding of the 
ovum—the layer of canalized fibrin with villi and trophoblastic cell 
masses in contact with the connective tissue. Scattered through the 
fibrin layer are seen small masses of hyaline tissue, staining deeply 
with hematoxylin and containing oval nuclei—the syncytium—which 
has become separated off from the villi and undergone necrotic 
changes. 

On examining farther along the wall of the ovisac we see a some- 
what different condition. The fibrin layer and lutein cells come in 
contact; the convolutions becoming narrowed until they disappear 


altogether, the only remains of the lutein tissue being in the large | 


degenerated cells, containing granular protoplasm, yellow in colour, 
which are seen in the layer of fibrin. In some portions where the 
wall of the ovisac becomes thinned out, the villi are seen to come 
close up to the narrow band of structureless fibrin found lying on 
the ovarian tissue itself. 
Fie. VIII. 
At the thinnest portion of the wall the fibrin layer is not found, 


but dense masses of blood corpuscles lie on the ovarian stroma, which 
at one portion are only prevented from escaping by a narrow band of 
connective tissue; here probably would have been the point of rupture 
if operation had been delayed until later. Nowhere can we find 
evidence of the villi coming into direct contact with the ovarian 
stroma itself. 

On looking at sections from the thin wall we notice in the ovarian 
tissue a band of cells with deeply staining nuclei arranged parallel to 
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the surface and directly adjoining the blood clot; they appear to 
invade the blood clot and to form masses at some places mixed with 
young connective tissue cells. Here we do not observe villi in the 
blood mass. These cells are probably granulation tissue cells result- 
ing from the pressure exerted on the walls by the blood mass; it is 
less likely that they limit the destruction of the maternal tissues by 
the foetal epiblast. 

In no portion of the wall do we find a diverticulum of the fol- 
licle; the blood mass is found to distend completely the whole 
investing membrane. Ovarian tissue is found to surround the whole 
wall and to contain Graiifian follicles, with the exception of the lower 
and thinned-out portion where the connective tissue elements are 
mainly present. 

On examination of the interior or central portion of the blood 
mass we find chorionic villi scattered throughout, without any definite 
arrangement; they are more numerous the nearer the wall is ap- 
proached. Near the centre are strands of homogeneous tissue—the 
amnion. The chorion is found at some distance from the amnion; 
it is clear in appearance and degenerated, but shows occasional heap- 
ing up of epithelial cells on its surface; it also shows reduplications. 
The parts have been so displaced by the hemorrhage that no definite 
relationship between the amnion and chorion can be made out. The 
villi show less degeneration than the chorion itself; the two layers 
on the surface of the villi are not clearly differentiated, the large 
cells with oval nuclei representing Langhans’ layer. External to 
these cells is a band of hyaline tissue which may be the remains of 
the syncytium. 

The centre consists of a clear stroma with strands of connective 
tissue, with occasional larger cells, these cells being, perhaps, the 
syncytial wandering cells of Neumann. Areas of trophoblastic cells, 
much degenerated and attached to the walls of the villi are only 
observed at the upper part of the specimen, where the blood mass and 
the main portion of the ovarian tissue join; here the pressure has 
been less marked and so less degeneration of the tissues has taken 
place. 

Syncytial masses in the form of buds and strands radiating out 
from the surface of the villi are also seen. No cilia are seen on the 
syncytial cells. In a few villi vessels are seen with nucleated blood 
corpuscles. The blood corpuscles surrounding the villi show non- 
nucleated characters. 

Owing to the great amount of hemorrhage which has taken 
place, no definite maternal blood spaces can be made out between the 
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villi which are found in scattered groups in a mass of blood cor- 
puscles and fibrin. 

Some villi and groups of villi in the blood clot are seen to have a 
faint circular band of fibrin surrounding them, the interior of this 
ring being filled with corpuscles, while outside the structure is more 
coagulated fibrin. This condition may point to a formation of a 
maternal blood space. The endothelium in the blood vessels is pro- 
liferated. In reviewing the condition of things found to be present 
after examination of the half of the blood mass we put forward the 
following points :— 

(1) The whole ovisac is completely composed of ovarian tissue. 

(2) That the pregnancy has occurred within a Graiifian follicle is 
proved by the presence of lutein cell tissue almost directly adjoining 
the foetal epiblastic structures, but separated from it by a layer of 
fibrin and connective tissue, thus proving the connective tissue as the 
normal tissue for the embedding of the ovum whether intra- or extra- 
uterine. 

(3) No rupture has taken place in the blood mass, but the point 
of least resistance is to be found at the lower thinned out portion 
where the pressure of the blood mass has been greatest. 

(4) The fact that no decidual cell elements are found negatives 
the statement that pregnancy can take place only on tissue which has 
undergone some previous genetic influence. 

(5) The Fallopian tube is normal, sections taken from near its 
abdominal end show ciliated epithelium. No decidual cells are 
found in the tube. 

(6) That the pregnancy has originated within the ovary is ap- 
parent; the tube is normal and free from adhesions to the ovary. 

Ovarian tissue entirely surrounds the fetal structures. No 
break in the continuity of the walls having taken place and the lutein 
cell envelope show that it is not a case of a fertilized ovum having 
burrowed its way into the ovarian stroma, but that the ovum has 
become fertilized while within its Graiifian follicle. 
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A Clinical Experience of Ectopic Pregnancy and 
Allied Conditions.* 


By F. W. N. Havtrarn, M.D., F.R.C.P. (Edin.), Physician, Royal 
Maternity Hospital, Edinburgh; Lecturer on Obstetrics, Edin- 
burgh School of Medicine. 


THERE is no more perfect clinical picture than that portrayed by a 
typical case of ectopic pregnancy. Amenorrhea followed by ir- 
regular hemorrhages, discomfort in one or other side culminating in 
sudden intense abdominal pain with more or less shock and the shed- 
ding of a uterine cast. With such a clinical story, he who runs may 
read. The diagnosis hardly requires the detection of physical signs. 
On the other hand, in certain cases the symptoms are so indefinite 
and the history is so involved, that the interrogation of the patient is 
absolutely valueless, while the physical signs may be so closely 
simulated by other conditions that even to the expert the certain 
diagnosis is not only difficult, but almost impossible. 

Having had a considerable, though by no means large, experience 
of such cases, I have presumed to lay it before the Fellows of the 
Society, in the hope that it may perhaps help to show what difficulties 
may assert themselves, and by these being discussed, tend to elucidate 
the diagnosis of this extremely important and dangerous complication 
of pregnancy. 

My operative experience is drawn from 21 cases treated shortly 
after the occurrence of anxious symptoms, and 8 operated on at a 
remote period after the acute symptoms had passed off. In 3 of the 
latter it is only fair to state that the diagnosis was made from the 
history alone; microscopic evidence being either negative or un- 
attainable. In another case, as will be described, no operation was 
performed. Thirty supposed cases in all, therefore, may be said to 
form my entire practical experience. Of the first group of 21 cases 
three were wrongly diagnosed and were not extra-uterine pregnancies, 
so that the actual number of verified ectopic gestations is diminished 
to 23. 


agnosis. 
Broadly speaking the characteristic symptoms of ectopic pregnancy, 
before so-called rupture, may be said to be four :— 


* Read before the Edinburgh Obstetrical Society, Mar. 14, 1906. 
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(1) A variable period of amenorrhea. 
(2) Irregular uterine hemorrhage. 
(3) Pelvic pain and discomfort. 

(4) Shedding of uterine decidua. 


The association of these go to form, as has already been shown, a 
typical case. 

In the twenty-three cases under my observation where the history 
was carefully taken 


Amenorrhea was absent in... a 5 
Irregular hemorrhage was absent in... 4 
Pelvic pain or discomfort was absent in ... 4 
Shedding of decidua was absent in... ... ... 16 


The most constant symptoms were, therefore, pelvic discomfort 
and irregular bleedings, and, the least constant, expulsion of a 
decidua. In fact this occurred so seldom that so far as my experience 
is concerned, its absence is of no moment in the diagnosis. 

In two instances, before the severe symptoms of intraperitoneal 
hemorrhage occurred there was no evidence of anything beyond 
a normal pregnancy; amenorrhea was absolute, and the patient in 
no way complained of pelvic discomfort. One of these progressed to 
the 12th week, and the second to the 8th week. In the latter, in 
spite of symptoms suggestive of intraperitoneal bleeding, the gesta- 
tion was allowed to progress to the 10th week, when a severe hemor- 
rhage from secondary rupture called for immediate laparotomy, 
Amenorrhea was absolute throughout. It will thus be evident from 
the history that individual cases may show little or nothing before 
the actually dangerous symptoms point to the serious nature of the 
condition, while, as a rule, even should the classic symptoms be 
present, they are frequently considered by the patient to be of such 
slight consequence that medical advice is but seldom taken. Hence 
the rarity with which an actively growing ectopic gestation is met 
with before dangerous complications occur. 

Perhaps the symptom above all others which gives rise to appre- 
hension on the part of the patient is the frequent and irregular 
occurence of hemorrhage either with or without previous 
amenorrhea. This leads one to consider what is the actual cause 
of the bleeding. Is it purely uterine, or is it tubal from the 
separation of the ovum? It cannot but be maintained that the 
attachment of the ovum to the tube is in the vast majority of cases 
feeble, and the tendency of all ectopic pregnancies is towards early 
separation, bleeding, and death of the ovum. Hence the frequency 
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NATURAL SIZE. 


Fic. 1.—Early Tubal Pregnancy removed for rupture, associated with 
severe intraperitoneal bleeding and collapse after 10 days’ amenorrheea. 
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Fic, 2.—Section of opposite Tube from Tubal Gestation. showing 
Decidual formation in mucosa x 8 diams, 
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of tubal mole. This is probably due to the absence of a tubal 
decidua in the majority of cases. In some, however, there can be no 
doubt of the formation of a decidua, as I have verified in two of the 
cases I have microscopically examined, and, in one case in which I 
removed the uterus and opposite tube for a ruptured gestation sac, 
the opposite tube, though apparently normal to the naked eye, was 
found to be lined by a typical decidua from end toend. As is shown 
by the accompanying microphotographs this is divided into a dis- 
tinct spongy and compact layer. (See Figs. 2, 3 and 4.) 

On separation of the ovum, bleeding is the necessary sequence, 
and the escape of blood must be looked upon as more or less salutary, 
for should the blood be retained, rupture of the thinned tube must 
almost inevitably follow. Through its escape, however, excessive 
tension on the thin tubal wall is averted, and rupture avoided. The 
direction of the blood flow will necessarily follow in the line of least 
resistance, and will thus pass either inwards towards the uterine 
cavity, and give rise to irregular hemorrhages, or outwards through 
the abdominal ostium into the peritoneal cavity and occasion ab- 
dominal symptoms. When an extensive separation occurs it is prob- 
able that the blood will pass in both directions, hence the association 
of vaginal hemorrhages at the time of the severe symptoms, due to 
the intraperitoneal bleeding. One may therefore expect, as is con- 
firmed by observation, that in some instances the bleeding may pro- 
ceed entirely in one or other direction, and death of the ovum 
simultaneously result from separation. This will account, on the 
one hand, for these cases of tubal mole without serious symptoms 
having manifested themselves, as the bleeding occurs only from the 
vagina, and on the other hand for intraperitoneal hemorrhage with- 
out vaginal bleeding. 

Further, it is possible that the rapid distension of the tube in these 
cases may give rise to the severe pain in the side, which is such a con- 
stant symptom at the time of marked separation. In ectopic gestation 
hemorrhage from the vagina or into the peritoneal cavity through 
the abdominal ostium might fitly be termed “threatened tubal abor- 
tion,” as it in every way coincides with the intrauterine condition 
known as “threatened abortion.” Shedding of the decidua probably 
results after the death of the ovum. 

As will be noted from the table quoted, shedding of the decidua 
only occurred in four of the cases operated upon. This may be 
considered as due to the fact that the operation was undertaken 
before the change necessary for the separation of the decidua had 
taken place, or that it had come away unnoticed. It is probable that 
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the uterine decidua is not shed in the majority of cases until some 
time after the death of the ovum. This explains its expulsion in 
some cases after the gestation sac has been removed by operation. 
In one such case the bleeding which attended it on the night after 
the operation nearly caused the death of the already exsanguine 
woman, and had to be arrested by vaginal plugging. This is surely 
a variety of post partum hemorrhage not hitherto described. 

Intraperitoneal escape of blood through the abdominal ostium 
has been shown by Cullingworth and others to be by far the most 
frequent cause of urgent symptoms; in this my experience entirely 
coincides. Of the 21 cases I have operated upon, in only six has the 
actual tubal rupture been found. In only one of these has the condi- 
tion been met with before the 9th week. This exception, however, 
is sufficiently striking to be worthy of detailed description : —After 
ten days’ amenorrhea the patient was suddenly seized with the usual 
acute symptoms of intraperitoneal bleeding, and in the course of 
five hours was reduced to such an exsanguine state that the pulse was 
almost imperceptible at the wrist. As the specimen shows, the gesta- 
tion was about the size of a pea and was situated in the ampullary 
portion of the tube. The bleeding in this instance seemed to be due 
to the perforation of a large vein. 


Fie. I. 


The differential diagnosis between intra-peritoneal bleeding from 
actual rupture from the sac as opposed to escape from the ostium 
of the tube is mainly to be based upon constitutional signs, par- 
ticularly the temperature. The physical signs which develop from 
the ostial trickle consist in sudden severe hypogastric pain, particu- 
larly referable to the side, marked tenderness of the abdomen, and 
an increased temperature. While in cases of rupture where the 
bleeding is naturally more severe the symptoms of pain are associated 
with a distinct fall in the body heat, and more evidence of shock. In 
these cases I have noted at the same time the patient complained of 
marked epigastric tenderness and discomfort. 

Of course, in cases where the bleeding from the abdominal ostium 
is excessively severe the same symptoms will appear, but such a 
condition is quite the exception. As a rule, bleeding through the 
ostium is limited in amount and seems to be spontaneously checked 
from a resulting local peritonitis by which the effused blood is en- 
capsulated. A definite pelvic swelling can therefore in the course 
of some hours be mapped out. If large, this is usually retro-uterine 
and dislocates the uterus forwards in front of it. The acute symp- 


: 
| 
| 
| 
| 


Opposite Tube from Tubal Gestation, 


cidua. 
showing spongy and compact layers x 60. 


3.—Tubal Deci 


| 
| 
| | 
i 
q 
| 
| 
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toms having passed off, the patient soon returns to her previous state 
of health, only, in the majority of cases, to be subjected to a recur- 
rence of similar symptoms from renewed extravasation of blood. The 
rapid return of the patient to a feeling of well-being, and the absence 
of abdominal tenderness with the completely normal state of the 
pulse and temperature, frequently throw the medical attendant off 
his guard and lead him to temporise until another and perhaps 
severer intraperitoneal hemorrhage develops. Should death of the 
ovum and complete separation occur, the hemorrhage may perma- 
nently cease and the blood be absorbed, giving rise to the cases of 
so-called complete recovery. In these cases, however, unless the ovum 
has itself been expelled, it must remain as a foreign body in the 
Fallopian tube (tubal mole). In exceptional instances, when very 
small, entire absorption seems to be possible and the tube is restored 
to its original patent state. Usually, however, a permanent occlusion 
results (hematosalpinx), which frequently gives rise to prolonged 
symptoms of pelvic discomfort, and occasionally from infection be- 
comes the seat of grave pyogenic mischief. 

In the same way blood effused into the peritoneal cavity may be 
absorbed or remain as an encapsulated mass, which may subsequently 
be infected and form a pelvic abscess, or give rise to much discom- 
fort from the formation of adhesions to the uterus and its adnexa, 
or to the surrounding viscera. 


Differential diagnosis. 


As may be inferred from what has already been stated regarding 
the absence of a typical history, the certain diagnosis of ectopic 
pregnancy is frequently one of the greatest difficulty, indeed it is a 
question if it is possible, as it may be simulated by other conditions 
in which the physical signs are identical. It would be invidious in 
a short paper to pretend to consider the many conditions with which 
it had been confounded. I shall therefore confine myself to the record 
of mistakes in my own experience. 

These may be divided into first, cases operated upon in which I 
expected to find an extra-uterine gestation, secondly, a case diagnosed 
otherwise in which ectopic pregnancy was found. 

(1) Mrs. H., 35; menstruation irregular; was suddenly seized with 
acute abdominal pain and with faintness. She showed the signs of 
concealed hemorrhage. The abdomen was tender on pressure, and 
on pelvic examination the uterus was felt to be somewhat enlarged, 
and to the right there was a swelling the size of a turkey’s egg. On 
opening the abdomen the cavity was found filled with blood, and, on 
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the right side of the uterus, a dermoid ovarian cyst, with a ruptured 
vein in the pedicle. 

(2) Mrs. P., aged 27. After 5 weeks’ amenorrhea complained of 
great pelvic discomfort. On bimanual examination the uterus was 
found enlarged and pushed forward by a soft swelling, which, when 
laparotomy was performed, proved to be a simple unilocular ovarian 
cyst associated with pregnancy. 

(3) Mrs. K., aged 40, complained of profuse irregular vaginal 
bleeding which had lasted for 10 months, and of having recently 
suffered from retention of urine necessitating the occasional use of 
the catheter. A large hard swelling was found in the retro-uterine 
pouch which pushed the uterus forward. Incarcerated fibromyoma 
was diagnosed, but on operation a large tense blood sac was found 
enclosing an atrophied ovum. 

(4) Mrs. B., aged 30, complained of constantly recurring vaginal 
hemorrhage, which had lasted for 3 months after a menstrual period 
delayed a few days. There was a history of persistent pain in left 
side with severe exacerbations. Temperature normal—pulse under 
100. On vaginal examination a soft, tender, pulsating, cystic swell- 
ing was felt to the left of the uterus about equal in size to a turkey’s 
egg. I considered it to be a tubal mole, but found on opening the 
abdomen an ovarian abscess and salpingitis. 

A case which came under my notice with the late Dr. Milne 
Murray is perhaps interesting in this connection, although no opera- 
tion was performed, and may be recorded :— 

Mrs. S., aged 26, after 2 months’ amenorrhea expelled from the 
vagina a distinct uterine decidual cast, associated with much pain 
and hemorrhage. Five weeks afterwards she complained of severe 
pelvic discomfort. On examination a swelling equal in size to a 
small cocoanut was found in the pelvis, and to the left a body which 
appeared to be the uterus could be distinctly felt, and into which a 
sound was passed over four inches. In the course of examination it 
was felt that the swelling changed markedly in consistence, which 
suggested an intra-uterine pregnancy. Three months afterwards she 
expelled a six months’ ovum, and on subsequent bimanual examina- 
tion a bicornute uterus was distinctly made out. 

Another case which fortunately I did not operate on is of much 
interest : — 

Mrs. McL., age 30. Married 5 years; no children; complained of 
being seized with intense abdominal pain. She gave a history of 
two months’ amenorrheea, followed by severe almost persistent vaginal 
hemorrhage for the last three weeks. Bowels irregular—constipation 
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alternating with diarrhea. On palpation an exceedingly tender 
swelling was found to the right of the middle line in the hypogastric 
region, which I took to be the gravid uterus pushed over by a tense, 
ill-defined mass, on the left side, over which there was also consider- 
able tenderness on pressure. From the sudden onset of the severe 
pain I diagnosed a combined intra-uterine and tubal pregnancy, and 
determined to operate. In the usual preparation for operation a 
large dose of castor oil was given, with the result that the left-sided 
swelling rapidly subsided, and the patient was restored to complete 
health. 

From the foregoing cases it will be evident that the differential 
diagnosis may, in certain instances, be one of the utmost difficulty, 
and it is almost impossible to see how mistakes can be avoided. 
Other similar cases might be cited, such as the difficulties which may 
occur in differentiating gravid retroversion, and the co-existence of 
fibroids and pregnancy. But perhaps the most common condition 
with which it may be confounded is a simple early abortion. The 
presence of the irregular and profuse hemorrhages which occur after 
a short period of amenorrhea, with the painful expulsion of a 
uterine cast may readily be considered an ordinary abortion, if no 
thorough examination be made of the pelvic organs. Further, in 
many instances, even though no decidual cast has been noted to be 
expelled, the diagnosis of simple abortion is most readily come to 
from its comparative frequency ; and it is only after severe symptoms 
of intraperitoneal hemorrhage have occurred, that the true condi- 
tion of affairs is made apparent. Such being the case, it must be 
strongly urged that in every case of apparently early abortion the 
pelvis should be carefully examined, and mistakes thus avoided. 

Perhaps one of the most striking results of my experience has 
been the frequency of recurrence of tubal pregnancy. In four cases 
this has shown itself. In one, after removal of a tubal gestation on 
the right side, I had to remove a similar condition on the left side 
within nine months. In a second, a recurrence took place in the 
opposite tube within eighteen months, and was removed by another 
operator. In a third, a distinct history of tubal gestation in the left 
tube was fully verified two years afterwards, when I operated for a 
ruptured sac on the right side. While the fourth was an identical 
case, the position of the gestation sac being reversed. Intraliga- 
mentary bleeding from rupture I have met with only in two cases; 
in one I operated immediately on its occurrence; while in the other 
I was urgently called to operate for severe intraperitoneal bleeding, 
due to secondary rupture through the broad ligament. 
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Treatment. 

As regards the treatment of the condition, increasing experience 
convinces me more and more that it resolves itself into removal in 
all cases. A tubal pregnancy must be considered in the light of a 
malignant growth, and a continued menace to the life of the patient 
so long as it is present. To temporize in the fond hope that absorp- 
tion and a spontaneous cure will occur is totally unworthy of con- 
sideration, as at the best one can hardly hope for a complete cure 
to be obtained. Occasionally, I admit, symptoms may entirely 
cease, but an occluded tube must, in the majority of these cases, be 
the lasting result. In many instances, however, sudden and severe 
complications necessitate immediate interference under conditions 
which from their urgency are by no means as satisfactory as if 
removal had been adopted at an earlier stage. As I have previously 
stated, I have had occasion to operate on eight cases at a remote 
period after well-marked evidence had shown itself of the presence 
of tubal pregnancy. Three times for constant pelvic pain; twice for 
suppuration, and once for acute intra-peritoneal bleeding: all of 
which might have been avoided by prompt action when the condition 
was first discovered. 

It is generally admitted when severe intraperitoneal hemorrhage 
is present immediate operation forms the patient’s only chance. In 
cases where an intraperitoneal ooze of blood indicates its presence 
operative procedure need not be so immediate, but removal at the 
earliest convenient opportunity is demanded. In like manner the 
excision of a tubal pregnancy, if it should be diagnosed before symp- 
toms of hemorrhage have appeared, is essential. 

Another strong point in favour of early operation is the ease and 
safety with which it can be accomplished, as the adhesions, if present, 
are few and easily separated, while in a later stage they may be 
extremely dense and difficult to manipulate. To put it succinctly, 
early operation is usually easy and safe, whilst it removes all chance 
of further trouble. To temporize on the bare chance of a complete 
cure by absorption is to expose the patient to definite risks of sup- 
puration, continued growth of the gestation, and recurrent severe 
hemorrhage, while the operation itself is frequently rendered one 
of the utmost difficulty. 

As regards the modus operandi I have nothing original to sug- 
gest, but the method I have adopted in recent cases is to ligature 
the infundibulo-pelvic and uterine ends of the sac, which I sub- 
sequently enucleate from between the layers of the broad ligament, 
and stitch the latter together by a fine continuous suture. In old- 
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standing cases, where a hematocele has been shut off by strong 
adhesions, or where the blood clot is enclosed between the layers of 
the broad ligament, after enucleation of the sac and surrounding 
blood clot, I pack the cavity with sterilized gauze, the end 
of which is pushed through an opening in the fornia vagine. 
By this means sufficient drainage is afforded, while at the same time 
the troublesome venous ooze is stooped. As far as possible, the 
cavity with the packing is shut off from the peritoneum by bringing 
the serous edges of the sac together by fine sutures. 

Amongst the cases mentioned I have unfortunately to record four 
deaths. In only one of these, however, was the operation undertaken 
shortly after the onset of symptoms. In this instance an early 
interstitial tubal rupture had reduced the patient to the utmost 
limits of exsanguinity, from which she never rallied. The remain- 
' ing three operations were, in two instances, performed for secondary 
peritonitis, one of these was purulent and almost hopeless from the 
start. The fourth death resulted from a case in which secondary 
rupture had occurred several weeks after the initial signs of intra- 
peritoneal bleeding. From an experience such as this it can 
hardly be wondered how strongly I am opposed to anything but 
immediate removal, when even the probable diagnosis of the presence 
of tubal gestation is made. 

To summarize the chief points which I have attempted to bring 
out, and which I should like to emphasize, are : — 

(1) The difficulty of diagnosis from the irregularity of the signs 
and symptoms. 

(2) The frequency with which it is simulated by other conditions. 

(3) The ease with which it may be mistaken for an ordinary 
abortion, and the necessity for thorough pelvic examination in al) 
such cases. 

(4) And lastly, but most urgently, the absolute necessity for 
removal as soon as even a probable diagnosis has been made. 
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Extra-Uterine Gestation Associated with Uterine 
Fibromyomata. 


By Frank E. Taytor, MSc, MA, MB. FRCS, MRCP. 
Pathologist to the Chelsea Hospital for Women, London; 
Demonstrator of Bacteriology and General Pathology, King’s 
College, London. 


AtTHovuGH our knowledge of the real cause or causes of ectopic 
pregnancy is still indefinite and uncertain, still it has been somewhat 
generally held that conditions which mechanically interfere with the 
downward passage of the ovum from the Graifian follicle to the 
uterine cavity play a not unimportant part in the etiology of this 
condition. 

The transmission of the ovum from the ovary to the uterine cavity 
is often a very slow one. A non-fecundated ovum has been observed 
to take from twelve to fifteen days from the rupture of the Graifian 
follicle to its entrance into the uterine cavity. From a study of its 
migration in the rabbit, in which the oviducts are 12 cm. in length, 
the fecundated ovum usually arrives in the uterine cornu about the 
seventieth hour. The fecundated ovum is much larger than the 
spermatozoon, and will find its passage readily arrested by any 
diminution in the calibre of the tube, and will thus be prevented 
from penetrating into the uterine cavity, and will develop within the 
tube. Practically nothing short of complete atresia would prevent 
the access of the spermatozoon to the tubal lumen, for its largest part, 
viz. the head, only measures 4» in length and 2» in thickness. It is 
so small and animated by such vigorous movement that it can 
readily glide along a tube the lumen of which is very considerably 
diminished. 

“Some observers,” says Dr. Whitridge Williams,! “believe that 
myomata and other tumours in the wall of the tube, or adjacent 
organs, may so compress the tubal lumen as to interfere with the 
passage of the ovum.” 

Myomata of the Fallopian tube are, however, of very infrequent 
occurrence, whereas in the uterus they form, as is well known, the 
commonest neoplasm encountered in the whole body. 

With reference to ectopic gestation, uterine myomata are of 
interest for two reasons. In the first place these conditions may 
occasionally simulate each other, and the differential diagnosis is a 
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matter of great importance as well as of difficulty. “When the 
uterus,” says Clarence Webster,? “is much enlarged by fibroids there 
may be much difficulty in diagnosing the condition from an ectopic 
gestation which has gone to full term, and in which after death of 
the foetus, absorption of liquor amnii and diminution in the size of 
the gestation sac have taken place. The ectopic mass may resemble 
very closely, on bimanual examination, fibroids in connection with 
the uterus. . . . In a certain number of instances, however, it is im- 
possible to be sure of a diagnosis.” In the second place, myomata 
occurring in the cornu, fundus, or upper part of the body of the 
uterus seem to have a special tendency to obstruct the lumen of the 
interstitial portion of the tube, and so to conduce to the production 
of tubal gestation within the corresponding tube. 


Uterine myomata, however, are usually conducive to sterility, and 
this may explain why, although otherwise so favourable, the associa- 
tion of extra-uterine gestation with uterine myomata seems to be so 
rare an occurrence. 

The following case has recently come under my own observation. 
For the brief clinical history I am indebted to the kindness of Dr. 
Arthur E. Giles. 

A married woman, aged 37, was about two and a half months’ 
pregnant. There was no suspicion that the pregnancy was abnormal 
until she was suddenly seized with severe pain and faintness about 
2a.m. on October 21st, 1905. Her medical attendant was summoned, 
and later in the morning he sent for Dr. Giles, on the ground that 
the case was one of ruptured extra-uterine pregnancy. The diagnosis 
was confirmed, and the patient was transferred by ambulance with as 
little delay as possible, to the Chelsea Hospital for Women, with a 
view to immediate operation. On admission at 2 p.m. she was 
blanched, almost pulseless, and in a condition of extreme collapse, 
being almost moribund. She was taken straight to the operating 
theatre. On opening the abdomen several pints of free blood were 
found in the peritoneal cavity; the pregnancy was situated in the 
left tube, which had ruptured, allowing the partial extrusion of the 
mole. The tube and gestation sac were rapidly removed, the blood 
was quickly sponged out of the peritoneal cavity, and the wound was 
sewn up with one layer of through-and-through sutures. Saline 
intravenous infusion was performed, and stimulants were freely 
administered hypodermically. It was observed that the uterus was 
uniformly and symmetrically enlarged, and it was thought that the 
case might be one of simultaneous intra-uterine and extra-uterine 


pregnancy. 


on 
+ 


414 Journal of Obstetrics and Gynecology 


On being taken back to bed the patient rallied to some extent, 
but during the night she had an attack of syncope. Normal saline 
solution was infused and she somewhat revived. Later, however, in 
spite of free stimulation, she gradually became worse and died at 
2 p.m. the following day. 

I performed a partial autopsy, being only allowed to re-open the 
operation incision. Through this the condition of the pelvic viscera 
was ascertained. There was no peritonitis, and the abdominal 
viscera, so far as they could be seen, appeared to be normal. About 
two pints of fluid blood were found free in the peritoneal cavity. 
There was no clot about the operation stump on the left of the 
uterus, and all the ligatures were quite tight. The left uterine 
appendages were missing; the right appendages were normal. The 
uterus was uniformly and symmetrically enlarged to a size equal to 
that of a two months’ pregnancy. On section of the uterus this en- 
largement was seen to be due partly to a general uterine hyperplasia 
and partly to the presence of a globular, interstitial, hard, white, 
whorled, encapsuled fibromyoma, equal in size to a golf ball, mesially 
situated in the fundus uteri. The tumour showed no trace of any 
degenerative changes. The uterine cavity was occupied by a thick 
decidual membrane which was partially detached from the uterine 
walls. There was no intrauterine pregnancy. 

The two points of interest about this case are—first, the sym- 
metrical enlargement of the uterus, owing to the presence of the 
myoma suggesting the diagnosis of simultaneous intra- and extra- 
uterine pregnancy ; and, second, the position of the myoma, mesially 
situated in the fundus, where it would have caused obstruction to the 
uterine end of each tube and might have caused the fecundated 
ovum to develop in either tube. In some of the recorded cases the 
position of the myoma is definitely shown to be such that it ob- 
structed the uterine end of the pregnant tube. 


Records of extra-uterine gestation, complicated by uterine fibro- 
myomata are not very abundant, and the classical monographs of 
Clarence Webster’ and Taylor® on Ectopic Pregnancy, and of Martin’ 
on Diseases of the Uterine Appendages do not even mention this 
complication. I have therefore collected all the cases to which I 
can find any reference. These are as follows :— 


The first case of which I can find any record occurred in 1859, in 
the practice of Macgrath of Kingston, Jamaica, and was reported to 
the London Obstetrical Society by Harley.* 

A negress, aged 22, was five or six months advanced in her first 
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pregnancy. For about six weeks she had complained of general 
abdominal uneasiness with pain in the left iliac region. During the 
previous evening the pain had increased in severity, and towards 
midnight she began to vomit, and became weak, cold, and extremely 
restless. When seen she was in a state of extreme collapse, cold, 
pulseless, with feeble voice and exhibiting restlessness alternating with 
drowsiness. She was vomiting everything she took. She complained 
of abdominal pain. In the hypogastric region there was a movable, 
irregular tumour, about the size of the uterus at the sixth month of 
pregnancy. She died at 11 a.m. the same day. 

At the autopsy a large quantity of dark fluid blood mixed with 
coagula was found among the intestines. A five months’ fetus lay 
free in the abdominal cavity, attached by its umbilical cord to the 
interior of a dark-coloured, round tumour, about the size of a large 
orange situated in the left iliac region. In the superior wall of the 
tumour was a large, ragged opening, through which the fetus and 
blood had escaped. The uterus was irregularly enlarged by the pre- 
sence of “a number of fibrous tumours” of various sizes, embedded 
in its walls, and a similar tumour was attached by a pedicle to the 
left side of the uterus. 

The tumour in the left iliac region, which constituted the gesta- 
tion sac, “was found to consist of an expansion of the walls of the 
Fallopian tube equidistant between its fimbriated extremity and 
uterine attachments.” 

The specimen is now in the Museum of University College 
Hospital, and is mentioned by Barnes in his treatise on “ Diseases 
of Women.” 

In 1876 Demarquay and Saint-Vel‘* mentioned a case observed by 
Stoltz, in which a tubal pregnancy was associated with a myomatous 
uterus, and state that “the tumour which obliterated the uterine 
cavity had placed an obstacle to the descent of the ovum.” 

Dr. Cullingworth® has given the best account with which I have 
met :— 

A married woman, aged 33, was admitted into St. Thomas’s 
Hospital on September 4th, 1897, said to be suffering from retro- 
version of the gravid uterus. Attempt at replacement had been 
made without success. The patient had last menstruated during 
the last week of April, 1897. Five weeks after that she fell down 
some steps, and had pain in the back and abdomen. This passed off, 
but returned after three weeks and then continued, gradually in- 
creasing in severity. A fortnight before admission she passed some 
blood clots, followed by a slight continuous pinkish offensive dis- 
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charge. For the past five weeks sickness had occurred every even- 
ing. Attempts at reduction were unsuccessfully made under an 
anesthetic. “I was somewhat puzzled,” says Dr. Cullingworth, “to 
understand the reason for these repeated failures, but did not at that 
time seriously suspect the correctness of the diagnosis.” The 
patient was in hospital for four days, and complained of some ab- 
dominal pain the whole time. 

On October Ist the patient was re-admitted, complaining of severe 
and increasing pain in the lower part of the abdomen, constipation, 
difficult and painful micturition, and a dark-coloured hemorrhagic 
discharge, not offensive. The symptoms appeared two days after 
the patient left the hospital, and had continued. She was again 
examined under an anesthetic. The cervix was patulous and pointed 
downwards and slightly backwards. Resting upon the anterior 
vaginal wall was a solid, rounded, slightly movable, firm swelling, 
of the size of a small orange, continuous above with the uterus. The 
sound passed up almost vertically and behind the mass a distance of 
four and a half inches. This showed that the swelling was a solid 
tumour in the anterior wall of the uterus, and that the uterus was 
empty. Occupying Douglas’s pouch was a firm, soft, elastic, smooth 
swelling, incapable of being raised, or of being separated from the 
back of the cervix. This swelling caused slight depression of the 
vaginal roof posteriorly. It appeared to be continuous with a mass 
that occupied the left posterior fossa. The inference drawn from 
this examination was that the former diagnosis had been erroneous, 
that the uterus was enlarged from the presence of one or more fibro- 
myomata, and that the mass felt posteriorly was a pelvic hematocele, 
due to arrested tubal gestation. Careful measurements were made, 
and these remained practically unaltered for a fortnight. Above 
the pubes was a hard round solid tumour, 4in. by 3in. This was 
the growth in the anterior wall of the uterus. Several other similar 
hard masses were felt. Attacks of pain continued; they were occa- 
sionally severe. A slight vaginal discharge of pink-red colour 
oceurred continuously. 

The abdomen was opened through a median subumbilical incision. 
There was no free blood in the peritoneal cavity. The uterus was 
felt with its solid outgrowths. In the situation of the right cornu 
was a large, tense, soft swelling, with the characters of a hemato- 
salpinx. The part of the swelling lying in the pouch of Douglas 
was found to be a fetus, surrounded by membranes, the head and 
lower limbs protruding. A band of tissue connected the fetus with 
the swelling at the right cornu. 
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“It being now evident that there had been ectopic gestation, with 
escape of the fetus, and it being impossible to remove the gestation 
sac without removing the uterus, it was decided to perform ab- 
dominal hysterectomy, removing the uterus at the junction of the 
body and cervix, along with the gestation sac, myomata, and uterine 
appendages.” The operation occupied about two hours. 


The mass removed consisted of the body of the myomatous uterus, 
with its appendages, containing a (?) tubo-uterine gestation sac, 
with extruded foetus. The specimen is well figured in the illustra- 
tions accompanying Dr. Cullingworth’s paper. 


Miller® has recorded two cases from Amann’s clinic in his Munich 
Inaugural Dissertation, in 1901:— 


Case 1. A cook, aged 39, had had one normal labour six years 
previously. Four years previously a polypus had caused marked 
bleeding, which was cured by operation. The last period occurred 
eight weeks ago. Three weeks ago the patient commenced to have 
labour-like pains in the lower abdomen, to which was added sudden 
severe bleeding. In the abdomen a sausage-shaped tumour of the 
breadth of three fingers lay above Poupart’s ligament on the right 
side. The uterus was enlarged and anteflexed. Behind the uterus 
to the left was an indefinite feeling of resistance. The tumour felt 
abdominally could be traced down to the uterine cornu. 


Laparotomy revealed the uterus enlarged by myomata and pushed 
up to the right. Behind and to the left lay the gestation sac in 
which the left tube was lost. There was a hematocele in the pouch 
of Douglas. Abdominal total extirpation was performed. Recovery 
followed. Close to its uterine attachment the tube was enlarged to 
the size of the first. Behind and to the left was a laceration three 
centimetres in length. A four months’ foetus was suspended from 
this lactration by means of its umbilical cord. 


Case 11. A woman, aged 33, had had one child seven years pre- 
viously. For two months there had been severe but intermittent 
bleeding. A tumour was discovered in the abdomen of hard con- 
sistence, springing from the pelvis and reaching a handsbreadth 
above the symphysis. The lower part of the tumour felt through the 
posterior fornix was somewhat softer. 


Laparotomy revealed a tumour of the size of a child’s head form- 
ing a pelvic hematocele which was enclosed in a fibrinous wall. The 
right uterine appendages were adherent to the wall of the hwematocele. 
The left tube widened out and passed into the hematocele. Abdominal 
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total extirpation was performed. Five centimetres from the myoma- 
tous uterus the left tube widened out. The fetal sac projected from 
its abdominal ostium into a hematocele sac of the size of the fist. 


Vanverts!? has reported a case of pedunculated sub-peritoneal fibro- 
myoma associated with retro-uterine hematocele due to the rupture 
of a pregnant tube. 

A laundress, aged 18, was admitted to hospital on September 7th, 
1896. Before the previous July menstruation had been regular. In 
July, menstruation appeared eight days late, but otherwise normal. 
During these eight days there had been some abdominal pain. In 
August menstruation was in abeyance. She was nauseated, had some 
ballooning of the abdomen, and believed herself to be pregnant. On 
August 17th, metrorrhagia commenced and persisted with variable 
intensity. There were severe pains, which lasted 4 or 5 hours and 
then gradually diminished, with pallor and vomiting. Defecation 
also was painful. There was an abdominal swelling in the middle 
line reaching to the umbilicus, which was painful on palpation. The 
cervix was softened. The uterus measured 3} inches, and was pushed 
well forwards. The posterior and lateral fornices were occupied by a 
“voluminous tumefaction,’ which could also be felt per rectum, 
bulging into the rectallumen. The pain prevented attempts to ascertain 
whether movements given to the abdominal tumour were com- 
municated to the swelling in the pelvis. Milk could not be expressed 
from the nipples. The temperature was normal and the general 
condition was good. A diagnosis of ruptured extra-uterine pregnancy 
accompanied by ovarian tumour was made. 

The temperature rose, pains increased, and the retro-uterine swell- 
ing became larger. The retro-uterine mass was first attacked by an 
incision through the posterior vaginal fornix, but as this proved un- 
satisfactory, the abdomen was opened and myomectomy and salpingo- 
tomy were performed. Forceps were left on the broad ligament. 
In spite of two transfusions the patient died the next day. At the 
autopsy no obvious cause of death could be ascertained, and Vanverts 
suggests that it was probably due to “subacute peritoneal septicaemia.” 

At the autopsy it was found that the point of implantation of the 
uterine fibroma was not the left cornu, as thought at the operation, 
but the right. It was therefore on the same side as the ruptured 
tube. The uterus had been twisted into a position of left lateri- 
flexion and the left appendages, turned to the right, lay behind the 
uterus. 


Morestan’s"™ patient was a woman aged 41, who bad been married 
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nine months, and presented the signs of early pregnancy. There had 
been two missed periods, and there was tenderness of the breasts with 
nausea and vomiting. Fifteen days previously she had been confined 
to bed on account of pelvic and abdominal pain, which gradually dis- 
appeared. On October 23rd she was suddenly seized with extremely 
severe pains of a tearing character in the flanks and hypogastrium, 
accompanied by extreme feebleness, small rapid pulse and bilious 
vomiting. At the same time a hemorrhagic vaginal discharge ap- 
peared and had since continued. The patient’s general condition 
varied very considerably. On October 30th, she suddenly became 
much worse, with excessive pallor, the pulse being 140, small and 
scarcely perceptible. The abdomen was slightly distended, and there 
was a rounded swelling below the umbilicus. On the left side was 
another mass very indefinitely limited. Laparotomy was performed 
without delay. The peritoneal cavity was full of blood and blood- 
clot. The tumour on the right side was a subperitoneal fibromyoma, 
attached to the fundus uteri by a long pedicle. There were also two 
other subperitoneal fibromyomata, one of the size of a walnut, with a 
pedicle attached to the posterior surface of the uterus; the other, as 
large as an orange, also pedunculated, sprang from the left uterine 
cornu and was suspended in the pouch of Douglas. These tumours did 
not alter the shape of the uterus. The illdefined swelling on the left 
side was formed of a mass of blood-clot surrounding the left tube, 
which had ruptured. The gestation sac was as large as an egg. The 
uterine fibromyomata were enucleated, the left appendages were 
excised, blood and clot were removed from the abdominal cavity, and 
the abdomen was drained. Subcutaneous and intravenous saline in- 
jections were given. Uninterrupted recovery followed. 

The fibromyoma considered by Morestan to be responsible for the 
ectopic gestation was the one implanted on the left uterine cornu, 
since the ectopic gestation was on the same side. This tumour, as 
large as an orange, was hanging down behind the uterus and broad 
ligament into the pelvic cavity, producing a sort of kink in the tube, 
and so partially obstructing the lumen. 


Daniel}? records the case of a ii.para, aged 42, who came under 
observation in November, 1903. For four months there had been 
menorrhagia, with the passage of clots and some leucorrhea between 
the periods. Three weeks previously the patient had been seized with 
sudden and severe pelvic and abdominal pains, with metrorrhagia, 
the hemorrhagic discharge often containing clots. 

Examination revealed a large uterine tumour reaching to above 
the umbilicus. The mass was hard and irregular, and presented one 
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lobe posteriorly, and another to the left. Bimanually it could not be 
ascertained whether the posterior mass was in the uterus or the 
appendages. 

On November 9th, 1903, abdominal total hysterectomy was per- 
formed. On raising the enlarged myomatous uterus there was found 
behind and to the left of it a rounded tumour of the size of an orange, 
which was considered to be a hematosalpinx. This appendage, which 
was free from adhesions, was also removed. 

The myomatous uterus weighed 3 kilos. Its walls were occupied 
by multiple interstitial fibromyomata. The uterine cavity was in- 
creased in size. The uterine cornu showed no abnormality and a 
stylet readily passed into both Fallopian tubes through their uterine 
ostia. The right uterine appendages were normal. In the left tube © 
was a fetal sac containing a foetus of about two and a half months, 
which had probably been dead for some time, but showed no trace of 
maceration, although the liquor amnii was thick, turbid and fetid. 
The gestation sac was situated in the infundibular portion of the 
tube, whilst the ampullary portion of the tube was the seat of 
suppurative salpingitis. 


In 1893 Hanks!* exhibited before the New York Academy of 
Medicine an uterus containing multiple fibromyomata removed from 
a woman aged 45. She had had much hemorrhage, which curetting 
and palliative treatment had failed to relieve. During the per- 
formance of laparotomy the bones of a foetus were unexpectedly en- 
countered at the bottom of the pelvis. Subsequently it was ascer- 
tained that four years previously the patient had had all the symptoms 
of a tubal abortion. 

In 1896 Hertzsch 4 showed before the Gynecological Society at 
Leipzig a myomatous uterus removed by hysterectomy, along with 
the appendages, which showed bilateral chronic disease. In the right 
tube there was also a hematosalpinx of the size of the fist, which 
contained a three months’ foetus derived from an old extra-uterine 
pregnancy of fifteen years’ standing. 

The records of cases by Flammerdingue,!5 Hogen,!* Paladino,!? 
Gron!* and Charleoni!® are contained in sources inaccessible to me. 
Morestin ° states that in Flammerdingue’s case a uterine fibromyoma 
as large as a hen’s egg obstructed the uterine orifice of the tube and 
the ruptured sac occupied the outer part of the same tube. 


Couvelaire?! has abstracted from the Paris thesis of Dartigues 2? 
a résumé of the following case : — 


In April, 1888, M. Segond operated on a case of ruptured extra- 


tay: 
= 
a 
an 


Taylor: Extra-Uterine Gestation 421 


uterine pregnancy. The peritoneal cavity was full of liquid blood. 
The left tube was pregnant and had ruptured; the left appendage 
was accordingly removed. The peritoneum was wiped dry with a 
large sponge, five litres of blood and blood clot being removed. The 

ybdomen was closed and drainage was employed. Recovery was 
fener Eighteen months later, in November, 1899, M. Segond 
removed a fibromyoma of the anterior wall, weighing 400 grammes, 
by his method of “enucleation and morcellement by bilateral cervico- 
vaginal hysterotomy.” 


In 1905 Amann?? showed before the Miinich Gynecological 
Society the uterus and appendages removed from a _ case 
of extra-uterine gestation with uterine fibromyomata. There were 
myomatous nodules in each uterine cornu obstructing the lumina of 
the interstitial portion of both tubes. Amann considers they were 
probably myomata of the tube. No further particulars are given. 


In discussing uterine fibromyomata as a complication of extra- 
uterine pregnancy, it is of interest to note a case of Koeberle’s men- 
tioned by Gebhard,4 which he states has been much quoted, where an 
extra-uterine pregnancy developed after removal of the uterus for 
fibroids by supra-vaginal amputation. 
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The Diagnosis of Early Extra-Uterine Pregnancy.* 


By W. AnstruTHER Miniiean, M.B. (Aberd.), F.R.C.S. (Edin.), 
Late Registrar, Hospital for Women, Soho Square, London. 


Tue diagnosis of cases of early extra-uterine gestation presents 
many points of vast importance and of extreme interest. Our 
knowledge of this condition, within recent years, has very much 
increased, and now there is a considerable number of cases on record 
of the correct diagnosis of “ Unruptured tubal gestation.” 

During the last three and a half years I have had the opportunity 
of closely observing some fifty cases of extra-uterine gestation, and 
others which have been considered such until operation or subse- 
quent history proved that they were not. It is largely on a study of 
these that the following remarks are based. The term extra-uterine, 
and not ectopic, is used, as interstitial pregnancies are not touched 
on at all. The expression “early” is meant to cover such cases as 
are presented before there is a possibility of hearing any foetal heart 
sounds. 

The most common time in a woman’s life for her to be the subject 
of an extra-uterine gestation corresponds to the most active period of 
her sexual life, z.e., between the ages of twenty-five and thirty-five. 
The actual time after marriage for such a pregnancy to occur 
varies greatly. It must be remembered that it may occur at any 
time after marriage, although it is not common until after several 
(eight to ten) years of married life. Any question as to previous 
sterility has to my mind no significance in the weighing of the 
“pros and cons” of an extra-uterine gestation. In my series the 
average number of previous pregnancies was four and the average 
time since last pregnancy was four and a half years, neither of which 
facts would permit the women to be classed as sterile. Extra-uterine 
gestation is more common in multiparous women, and is more likely 
to follow a full-time pregnancy than a miscarriage or abortion. It 
may, however, occur the first time a woman becomes pregnant, as it 
did in eight of my cases. 


In discussing the diagnosis the subject will be divided thus :— 


* Amplified from a paper read before the Hunterian Society of London, Feb. 28, 1906. 
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I. What the patient tells: 
(1) In her own words. 
(2) In answer to more minute enquiry. 


II. What may be expected to be found on examination. 


III. The most likely things that may be confused with an 
extra-uterine pregnancy. 


I. Wuat THE Patient TELLs. 
(1) In her own words. 


Pain is almost certain to be the symptom for which advice is 
sought. The actual situation and character of this pain vary much. 
It is most usually situated in the lower part of the abdomen at one 
or other side, or may be located in the back. Sometimes it is re- 
ferred to more distant parts, but this is unusual. The character 
is described as of varying degrees of intensity, starting possibly with 
a sudden sharp attack, which lasted a short time and then passed 
off, leaving more of a dull ache in the side. Such sharp 
attacks may recur at periodic intervals. Rest gives little, if any, 
relief to the pain. One very important point with regard to the 
pain is, that it may possibly be referred entirely to the act of 
micturition. This is due to pressure effects and seems to occur in 
those cases where the ovum becomes lodged at an early stage in front 
of or behind the uterus. 

In addition to the history of pain the patient states that she went 
over her usual time for menstruation, perhaps a few days or a few 
weeks, or else she will report that she has been perfectly regular; 

but that with the pain she “came on unwell” again, and that she 
has been “ unwell on and off since.” In the latter case she will have 
no idea that she is pregnant. 


(2) In answer to more minute enquiries. 


(a) With regard to pain. It is very necessary that particular 
notice should be taken of this symptom, as a correct interpretation of 
the pain very often leads to a right diagnosis. The onset is often 
attributed to a knock, a fall, or some such injury, and even when the 
attack commences at night, a heavy day’s work is usually assigned 
as the cause. For some years previously the patient may have 
complained of pain, and will now merely say that it has got 
worse recently. Patients do not separate this recent pain from the 
chronic pain they have had for years. Nearly always, however, on 
enquiry, the two kinds of pain can be separated, and the more recent 
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one is found to be very much more distinct in character and severity 
than the chronic pain. 

The acute exacerbations of colicky pain are sometimes not easy to 
get a distinct history of. When such can be elicited they form very 
conclusive evidence in support of the presence of an extra-uterine 
gestation. 

(b) With regard to the bleeding per vaginam, most minute enquiry 
has to be made, as this is sometimes the one symptom on which a 
diagnosis is based. It is necessary in the first place to be extremely 
careful not to allow the fact, that the history of having “never 
missed a period” is given, to discountenance the idea that the con- 
dition is one of extra-uterine gestation. In nearly 50 per cent. of 
my cases the history given was that no period had been missed, but 
minute enquiry elicited in the majority of cases the fact that the 
last period had not been quite like former ones. 

In this connection it is interesting to note what J. W. Taylor says 
with regard to this amenorrhea. In the Lancet, 1892, he writes, 
“Where one finds a history of amenorrhea, followed by irregular loss, 
together with signs of a tubal tumour, in a woman of child-bearing 
age who has been previously healthy, there is every reason to sus- 
pect that extra-uterine pregnancy has begun.” In the Medical 
Press and Circular, July 18th, 1894, he adds to the above, “ Where 
the other signs are present, but the history of amenorrhea is want- 
ing, the diagnostic probability lies in favour of so-called ‘tubal 
abortion.’ ” 

That some irregularity in the way of hemorrhagic discharge is 
an important, some say invariable, symptom, there is no doubt. 
The chief point to elicit is, whether or not, if no period has been 
missed, the bleeding that has come on with the pain is like the 
bleeding of an ordinary period or whether it is different, and if so, 
in what does it differ. 

Should a period of amenorrhea have preceded the hemorrhagic 
discharge, then the same points have to be determined, as in those 
cases where there has been no amenorrhea. 

These points are— 

(1) The colour. 
(2) The persistence. 
(3) The presence of membrane or pieces of membrane. 

(1) Colour. As pointed out by Cullingworth,? the discharge is 
dark in colour, almost blackish, and not a bright red discharge as 
from direct arterial bleeding. In this condition the blood comes 
from a large surface, more as a general ooze, than as bleeding 
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from any one special point. Some of the blood may be retained 
some time before it is passed and is therefore not fresh blood. This 
dark colour of the discharge is a very characteristic point in the 
hemorrhage accompanying an extra-uterine gestation. 

(2) Persistence. A hemorrhagic discharge that keeps on day 
after day and not ceasing as the hemorrhagic discharge from an 
ordinary period does after a certain number of days, is very char- 
acteristic. The actual amount lost may vary considerably, some- 
times the discharge stopping for a time, only to recur again. Then 
there may be “floodings” every now and again during the course of 
this persistent discharge. 

It is to be noted that any acute attack of pain frequently increases 
the amount of discharge for the time being. 

(3) The passage of membrane or pieces of membrane. In this 
there is almost a pathognomonic sign of extra-uterine gestation, if 
examination of the membrane reveals the presence of decidual cells, 
and no chorionie villi or foetal remnants. Decidual cells are found 
in response to a pregnancy, and hence, if present, the pregnancy must 
be either intra-uterine or extra-uterine (including tubo-uterine). If 
the pregnancy is intra-uterine, then chorionic villi or some fetal 
remains should be found. 

In this connection it must be remembered that cases have been 
reported in which decidual casts have been passed and yet extra- 
uterine pregnancy has been proved not to exist. Such cases have 
been reported by Griffith,’ Dakin, and Eden. Thus there are three 
cases in which a cast was passed having all the characters of an 
extra-uterine cast, and yet no extra-uterine pregnancy existed. The 
acceptance of these cases involves the giving up of the idea that 
decidual tissue is formed only in response to a fertilised ovum. 
Until further proof is forthcoming it must be held that the passage 
of a cast or pieces of membrane, having the characteristics of an 
extra-uterine gestation cast, is very strong evidence in favour of the 
fact that the patient is the subject of an extra-uterine gestation. 
Cullingworth? lays particular stress on the importance of this as 
helping to clinch the diagnosis in a doubtful case. 


II. Wuat MAY BE EXPECTED TO BE FOUND ON EXAMINATION. 


In certain urgent cases where hemorrhage is proceeding and the 
patient is evidently dying from such internal hemorrhage, the diag- 
nosis is rendered certain by the operation which is undertaken as the 
only possible means of saving life. In these cases the hemorrhage 
is intra-peritoneal, either from a rupture in the tube or from a 
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hemorrhage through the abdominal ostium of the tube. Taylor ?° 
says, in recording a case of early rupture, where on examination 
he could find no tumour or physical sign pointing to a misplaced 
pregnancy: “TI did not know at that date that in some cases of very 
early rupture this may be entirely wanting” (p. 94). In cases where 
symptoms are not so urgent there is the advantage of getting a 
history and of making a thorough examination. It may be that in 
many of such cases an anesthetic is called for, in order to be 
thoroughly satisfied as to what is in the pelvis. In passing it is 
important to note that extreme gentleness in examination is essen- 
tial, as cases are recorded where a tube has ruptured during an 
examination, presumably on account of the pressure exerted. In 
this examination there is no question as to the great help afforded by 
the abdomino-recto-vaginal examination. In some cases very little 
may be felt owing to the blood not having had time to organize, but 
usually very distinct signs are forthcoming, and no sign must be left 
unlooked for that might be expected to be present in the case of an 
extra-uterine gestation. The chief point is to make sure that there 
is something in the pelvis separate from the uterus. Let the uterus 
be clearly defined and then a swelling to one or other side differen- 
tiated or not as the case may be. 

Softening of the cervix certainly takes place during the progress 
of an extra-uterine gestation, but in the early months it is difficult 
to place any real reliance on this as a point in the diagnosis. A more 
frequent and certain sign is distinct pulsation in one or other fornix, 
corresponding to the side on which the gestation lies. Then, as to 
the uterus, that it enlarges gradually during the evolution of an 
extra-uterine gestation is certain, but never to the extent correspond- 
ing to the enlargement where the pregnancy is intra-uterine. In the 
early months, therefore, it is a sign to be carefully looked for, but in 
assigning to it its value, it must always be remembered that the 
enlargement may be from other causes, e.g., chronic metritis. 

The passage of a sound may in certain cases be necessary and 
justifiable, and when so, will afford definite proof of the condition of 
the uterus, as to whether there is any enlargement, and as to whether 
it is empty or not. 

In the case of an unruptured tubal pregnancy, examination will, 
most probably, in conjunction with the symptoms, enable a correct 
diagnosis to be made. To one or other side of or possibly behind 
the uterus will be felt a swelling of soft consistence, movable and 
tender to the touch. The ovary may or may not be felt as distinct 
from this swelling. 
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In cases that have ruptured, intraperitoneally or extraperitoneally, 
or have aborted, completely or incompletely, examination will seldom 
carry the diagnosis to a certainty of what has taken place. The 
bimanual examination will reveal a soft, diffuse, or circumscribed 
swelling in the pelvis, separate from the uterus and displacing that 
organ to one side, backwards or forwards, according to the position 
of the swelling. The swelling usually has a very characteristic feel 
of a “boggy” nature, and pressure on it causes considerable pain. 

An intra-peritoneal rupture usually produces symptoms more 
severe than an extra-peritoneal one, although it must be borne in 
mind that the symptoms produced by an extra-peritoneal rupture 
may be very severe, whereas those produced by an intra-peritoneal 
rupture may be slight. 

An intra-peritoneal rupture tends to collect more behind the 
uterus than to the side, as is the case with an extra-peritoneal 
rupture. This fact, taken in conjunction with the attendant uterine 
displacement, will allow of a provisional diagnosis being made. 

In forming the diagnosis it is of course correct to say a ruptured 
tubal pregnancy, whether the rupture has taken place through the 
tube wall, intra- or extra-peritoneally, or whether it has taken 
place into the tube lumen, producing an abortion complete or 
incomplete, as in any case there is a rupture, in the one case through 
the tube wall and in the other through the limiting membrane into 
the tube lumen. The diagnosis has therefore to be between an un- 
ruptured and a ruptured tubal gestation. 


III. THE MOST LIKELY THINGS THAT MAY BE CONFUSED WITH AN 
EXTRA-UTERINE PREGNANCY. 
(1) Intra-uterine Pregnancy. 


It may be extremely difficult to diagnose an intra-uterine 
pregnancy, especially if accompanied by some small tumour in 
the pelvis, from an extra-uterine gestation. Every point in 
the case has to be taken into account and carefully weighed, and 
even with this it sometimes takes a considerable time of watching 
the patient and periodically examining her to make quite certain as 
to the nature of the case. 

In one case of my series, a patient with all the symptoms of an 
extra-uterine gestation, and on examination the feeling of a soft 
swelling not apparently incorporated with the uterus, was admitted 
for operation. The symptoms not being urgent, the patient was kept 
under observation, with the result that after six weeks careful watch- 
ing, it was determined that the pregnancy was intra-uterine, 
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although there was something anomalous about the condition. 
Later on she was delivered normally of a healthy female child. 
This case recalls a remark in Bar’s! paper, on what he calls 
pseudo-cornual pregnancy, to the effect that, in many cases, 
where part of the organ becomes relatively soft, it gives 
the impression on palpation as though it were movable and 
therefore a tumour separate from the uterus. Such a condition 
has led to the diagnosis of extra-uterine gestation more than once. 
The origin, says Bar, is in the insertion of the ovum close to the 
ostium of the tube in a normal uterus. Mortagne® reports a case 
in which a woman suffered from violent abdominal pains, with losses 
of blood and the discharge of pieces of decidua, and on examination 
two distinct tumours were thought to be recognizable, and yet the 
case proved to be one of normal pregnancy. These facts, taken 
| along with the remembrance that an intra-uterine pregnancy may 
always be complicated by the presence of some tumour in the pelvis, 
should generally be sufficient to warrant a diagnosis. Should the 
symptoms point very strongly to the pregnancy as being extra- 
uterine, but yet a certain diagnosis be not possible, there is no 
i question that the passage of a sound is justifiable. This will give 
: valuable information as to whether there is anything in the 
uterus or not. If it is determined that the uterus is empty, a 
i ’  gseraping of the mucosa may be taken and this be examined. A 
positive result of the presence of decidual tissue clinches the diag- 
nosis of extra-uterine gestation, but it must be remembered that a 
negative result does not preclude it. 


The possibility also has always to be borne in mind that a simul- 

taneous intra-uterine and extra-uterine gestation may be present. 

The occurrence of this combination greatly masks the symptoms 

| common to each, chief amongst which will be the absence of blood 

discharge per vaginam, accounted for by the presence of an intra- 
uterine gestation. 


(2) Retroversion of the gravid uterus. 


There may sometimes be very great difficulty in diagnosing this 
from an extra-uterine gestation. A careful physical examination 
taken in conjunction with the history ought to clear this up. It is 

in the early months mostly that difficulty in diagnosis arises. The 

H chief symptoms to be depended upon are the urinary symptoms and 

the bimanual examination. In retroversion of the pregnant uterus, 

! retention is a very common symptom, whereas in extra-uterine gesta- 
tion it is rare, but pain on passing water is frequent. 
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Bimanual examination reveals, in the case of a retroverted gravid 
uterus, the cervix pointing upwards against the pubes and a soft 
bulky mass in Douglas’s pouch. In extra-uterine gestation where the 
gestation escapes into Douglas’s pouch and there develops, there is the 
soft mass behind, a cervix pointing downwards and forwards, and 
unless adhesions are great the body of the uterus ought to be dis- 
tinguishable from the mass behind. In a case I saw, the history was 
typical of an extra-uterine gestation, and the physical signs were 
taken as being corroborative, but laparotomy proved that the 
case was one of retroversion of the gravid uterus. In this case, had 
more attention been paid to the hemorrhagic discharge which was 
not typical of extra-uterine gestation, and to the fact that the cervix 
was softer than it would have been likely to be in an extra-uterine 
gestation of corresponding age, I think the diagnosis would have been 
more correctly made. 


(3) Inflammatory and other acute abdominal conditions. 


(a) Pyosalpine often presents symptoms very much like those of 
an extra-uterine gestation. In these cases of pyosalpinx the tempera- 
ture chart, the pulse, and the pain generally afford pretty definite 
evidence. Menstrual symptoms may be very misleading, and reliance 
must be placed on the absence of the signs of pregnancy, and the 
presence of rigors, temperature, and signs of inflammatory trouble. 
In certain cases of pyosalpinx the latter symptoms are not present, 
and then the diagnosis may become very difficult. In such cases the 
previous history is of importance, as in the case of a pyosalpinx there 
will be a longer period of continual suffering than is likely to be the 
case in an early extra-uterine pregnancy. 

A point with regard to the temperature must always be re- 
membered, and that is that in cases of hematocele a rise of tempera- 
ture is usually found. It is possible for such a rise to reach several 
degrees and therefore closely to simulate the temperature of a pyo- 
salpinx. 

The following case illustrates very clearly the difficulties that may 
be met with. A patient with two months’ amenorrhea was attacked 
with sudden sharp pain in the abdomen, which recurred every now 
and again, and was accompanied by a discharge of dark thick blood. 
The temperature was raised and the pulse quickened. Examination re- 
vealed the breasts in a state of activity and a large tender swelling to 
the left of the uterus. A diagnosis of extra-uterine gestation was 
made, but laparotomy proved the case to be one of pyosalpinx. 

(b) Cellulitis. This again may form a difficulty in diagnosis, 
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more especially if there has recently been an incomplete abortion. 

In favour of the inflammatory condition as being the correct 
diagnosis, there are the temperature changes, pulse rate, and tender- 
ness on examination, and in those cases where there has been no 
abortion, the absence of the signs of pregnancy. 


(c) Appendicitis. This may present symptoms which are ex- 
tremely difficult to diagnose from those presented by an extra- 
uterine gestation. There is pain; the onset is sudden; a lump is 
felt abdominally, which on pelvic examination proves to be by the 
side of the uterus. The menstrual history may be irregular and 
afford no real guide as to the condition; the temperature chart and 
pulse may be deceptive. In such cases all that can be done is to 
give due prominence to all the important symptoms and to regard 
syncopal attacks as pointing to internal hemorrhage, and any marked 
resistance over the right iliac region as pointing to appendicitis. 

Legueu® publishes a very instructive paper on this subject, in 
which he points out the importance of the presence of signs of syn- 
cope, acompanied with no marked contracture of the muscles of the 
right groin, as being strongly in favour of a diagnosis of extra- 
uterine pregnancy. 

(d) Rupture of any abdominal viscus into the peritoneal cavity 
may simulate very closely the rupture of a gravid tube. Here the 
history of the case taken along with the symptoms found on examina- 
tion and the absence of signs of pregnancy, will usually afford a 
provisional diagnosis, which the necessary laparatomy will clear up. 

(e) Intestinal obstruction. There are cases on record where a 
laparotomy has been performed to relieve an intestinal obstruction, 
but which have turned out to be cases of extra-uterine gestation. 
(Cf. Gilford.®) 

In such cases a diagnosis will usually be possible, but that there 
are cases of extra-uterine pregnancy in which it seems well nigh 
impossible to suspect their true character, is a fact which has to be 
borne in mind. 


Tumours. 


(a) Ovarian. Small ovarian tumours with twisted pedicles pre- 
sent symptoms almost identical with extra-uterine gestation. The 
following case illustrates this fact. A patient, fifteen days over her 
proper period was attacked with severe pain in her right side, and 
a blood discharge per vaginam commenced. The discharge lasted 
four days but the pain continued. On examination a swelling was 
felt to the right of the uterus, and she was considered to be suffering 
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from an extra-uterine gestation. Laparotomy however proved the 
case to be one of ovarian tumour with a twisted pedicle. 
In the above case, had more attention been given to the fact that 


‘the blood discharge had lasted only four days, the time of an 


ordinary period, the diagnosis might have been different. 

Ovarian tumours accompanied by intra-uterine pregnancy may 
present considerable difficulty in diagnosis. Usually the amenorrhea, 
and the fact that the enlargement of the uterus is too great for an 
extra-uterine gestation enlargement, are sufficient to guide one aright 
in diagnosing this condition. The rupture of an ovarian tumour, 
just as the twisting of its pedicle, may set up symptoms almost 
identical to those of an extra-uterine gestation. 

Then again, ovarian tumours occurring along with an incomplete 
intra-uterine abortion, may simulate very closely an extra-uterine 
pregnancy. In all these cases the history taken along with the 
physical examination will generally lead to a correct diagnosis. 

(b) Fibromyoma and fibrocystic tumours. These as a rule 
present no difficulty, as in the case of a fibromyoma there is usually 
a long history, owing to its slow growth, and examination reveals a 
hard swelling, much denser than in the case of a extra-uterine gesta- 
tion. 

In the case of fibrocystic tumours, the difficulty of diagnosis 
comes in more especially if the tumour is intra-mural, and then the 
resemblance to an interstitial pregnancy may be great. The absence 
of signs of pregnancy will usually be sufficient for a correct diagnosis 
to be made. 

Taylor records a case where myoma was diagnosed, but which 
turned out to be a peritubal hematocele around an early tubal preg- 
nancy. The history here, says Taylor, of an acute abdominal pain, 
very unusual in myoma, should have been sufficient to rouse suspi- 
cion of something other than myoma. 

(c) Hematocele. Intra-peritoneal hematocele may be caused by 
other things besides an extra-uterine pregnancy. In certain diseases 
of the ovaries, there may be severe bleeding into the peritoneal 
cavity, but it is impossible to formulate any rules as to guidance in 
the diagnosis, as the symptoms of such disease are not known. 

Then there is the condition called metrorrhagic hematocele, 
described by Bernutz and Goupil? as being due to bleeding into the 
peritoneum from the uterus along the tube. Again, certain blood 
diseases may cause the tubes to bleed into the peritoneum; but in all 
these conditions there are usually symptoms of the primary condi- 
tion present, which taken along with the absence of any signs of 
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pregnancy, will usually lead to a correct diagnosis. In any case 
all such cases must be most carefully gone into and every endeavour 
made to arrive at a correct diagnosis, as treatment will be largely 
guided by what is considered to be the condition present. 

(d) Extra-peritoneal hamatocele or hematoma. There is a differ- 
ence of opinion as to the frequency with which this is produced by 
an interrupted tubal gestation. J. W. Taylor and Cullingworth regard 
it as a rare cause, whereas Doran and Herman regard it as a not in- 
frequent cause. It may follow operations on the broad ligament, and 
is said to result from rupture of varicose veins. In any case, in 
the matter of diagnosis, the condition has to be kept in mind and all 
the symptoms carefully weighed for or against an extra-uterine 
gestation. 

(e) Hematosalpinz. That hematosalpinx may result from other 
causes than an extra-uterine gestation is certain, although it is by no 
means worked out in what way these hematosalpinges occur. There 
are cases where the possibility of a pregnancy can be excluded with 
almost a certainty, and in these the occurrence of symptoms pointing 
to a hematosalpinx will receive due consideration, otherwise so far as 
our present knowledge goes it is impossible todo more than diagnose a 
hematosalpinx and believe that it is due to an extra-uterine gestation. 

Such then are the most likely conditions that may be confused 
with an early extra-uterine gestation. It is essential that every point 
in the history and physical examination of a doubtful case be taken 
into account and thoroughly investigated. Pregnancy occurring in 
a malformed uterus has not been touched upon as such is more likely 
to be confused with an interstitial pregnancy, a subject on which this 
paper does not touch. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to 
which a special interest attaches either from their unusual 


character or from being, in a special sense, typical examples of 
their class.) 


I 


A Case of Abdominal Pregnancy in which the 
Foetus was Removed Six Months after Spurious 
Labour at Term.* 


By Ewen J. Macrean, M.D., M.R.C.P. (Lond.), F.R.S. (Edin.), 
Senior Gynecologist, Cardiff Infirmary, ete. 


C.B., aged 34, a married woman who had had no children and no 
miscarriages, was admitted into the Cardiff Infirmary on February 
17th, 1906. 

The regular catamenial flow, which had been of the 21 days’ type 
and seven days’ duration, had been absent since November, 1904, 
Two months later some indefinite discomfort in the lower part of the 
abdomen had been experienced, and coincidently with this a brownish 
vaginal discharge appeared and continued irregularly through the 
succeeding months accompanied at times with whitish shreds. From 
and after March, 1905, the abdomen had progressively enlarged, and 
other symptoms of pregnancy had developed, including “quickening” 
and the presence of secretion in the breasts. The general health had 
been satisfactory, and, the patient being regarded as normally 
pregnant, due arrangements had been made for her confinement 
about the last week in August. On the 23rd of that month some 
labour-like pains were complained of, and a discharge of blood and 
mucus occurred. The pains passed off, however, and in the following 
weeks the breasts dried up and became smaller. The abdominal 
swelling also diminished in size. The patient continued to be in 
good health, and pursued her various social and household duties 
with little discomfort up to a week before her admission to the 
Infirmary, when severe pains in the back and abdomen set in with 
pyrexia and vomiting. The catamenia had recurred in September, 


and had appeared since that time at irregular intervals of three to 
five weeks. 


* Communicated to the Obstetrical Society of London, April 4th, 1906. 
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On admission the patient’s condition was evidently a serious one. 
The facies was drawn and anxious, the tongue coated, the pulse 104, 
the temperature 102°2°, and there was a trace of albumen in the 
urine. 


Per abdomen. The parietes were tense, distended and so sensitive 
to the touch as to forbid anything like satisfactory palpation. It 
was ascertainable, however, that a rounded, elastic tumour rose high 
into the abdomen from the pelvis, and in the right iliac region a 
harder nodule, of approximately orange size, was felt. Nothing 
answering to the outline of the foetal parts could be made out. Light 
percussion elicited a tympanitic note over practically the whole of 
the abdomen. 


Per vaginam it was difficult at first to locate the cervix, which 
was drawn up into the anterior fornix and bimanually could be 
felt to be continuous with the nodule in the right iliac region. The 
lateral and posterior fornices were depressed convexly into the vagina 
and gave the impression of being occupied by soft, thickened tissues. 


The diagnosis was made of abdominal pregnancy with recent 
infection of the sac. 


Operation. A day later a median abdominal incision was made 
between the umbilicus and pubes. <A sac wall was exposed densely 
adherent to the parietes, and on incising the sac there was a forcible 
escape of fetid gas followed immediately by about a pint and a half 
of very foul-smelling grumous fluid abundantly intermingled with 
yellow débris and portions of degenerating placental tissue. The sac 
contained, further, a partially decomposed full-time male fetus, in 
an attitude of flexion with the head at about the level of the umbilicus 
and the breech in the left pelvic region. After the extraction of the 
foetus it was noted that a coil of the cord had become loosely attached 
to the anterior surface of the lower pole of the sac. This attachment 
was readily separated, as also was a considerable extent of membrane 
which was continuous with the placental end of the cord. To this 
membrane portions of degenerated placenta were adherent, and some 
of these were subsequently submitted to microscopic examination. 


The relations of the cord, the membrane referred to, and the 
attached portions of placenta, suggested that the placental implanta- 
tion had been on the inferior and anterior surface of the lower pole 
of the sac. This impression was strengthened by the further 
examination of the sac as a whole after thorough irrigation with 
iodine lotion and dry-swabbing. The uterus, slightly enlarged, was 
seen to be widely displaced to the right. It was, unfortunately, 
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quite impossibleto make out the condition and relations of the tubes 
and ovaries. These structures could neither be seen nor felt. The 
whole of the inner surface of the sac was lined by a thick, shreddy, 
greyish membrane, through which, however, the outline of the upper 
portion of the rectum, and some intestinal coils could be traced. 
No placental tissue, as such, could be recognised adhering to the sac 
wall. The upper pole of the sac extended to a level several inches 
above the umbilicus. A few drachms of fecal fluid were seen 
percolating into the sac in its right lower portion through a pinhole 
communication with a coil of bowel in that region. The peritoneal 
cavity was completely shut off, and was not opened at any time 
during the operative manipulations. 

Under the circumstances, no attempt was made to remove the sac, 
The sac wall anteriorly was almost an eighth of an inch in thickness, 
and appeared to be composed of fibrous tissue. A portion of the wall 
removed for microscopic examination was unfortunately mislaid and 
lost. 

After further irrigation, the sac wall and parietes were partially 
closed in layers and a gauze drain inserted. Twelve days later, as 
the drainage was unsatisfactory, I made an opening into the sac 
through the posterior fornix and inserted a rubber tube with good 
result. 

Present condition (April 4th, 1906). The patient’s general 
condition has muchimproved. She is getting up,andthe temperature 
and pulse have been normal for three weeks. The abdominal wound 
has closed; a small quantity of non-offensive muco-purulent discharge 
comes per vaginam. The uterus is mobile and central in its position 
in the pelvis, and an irregular, thickened mass is felt intimately 
associated with the posterior surface of the body and fundus and 
extending for a short distance upwards and to its right and left. 

I am indebted to Dr. Scholberg, Pathologist and Bacteriologist to 
the Cardiff Infirmary, for the following report:—‘‘ The foetus is a 
fully-developed male, and shows evidences of putrefactive change. 
Total length 194 inches. Weight 6} pounds. Hair in patches on 
scalp. Nails on digits and toes fully grown. The heart has four 
chambers, and the thymus is prominent. The cord is 17 inches in 
length and terminates distally in remnants of membranes and 
placental tissue (confirmed microscopically). Cultures were made 
from foetal tissues immediately after operation. The peritoneal 
cavity was opened under aseptic precautions; erobic and anzrobic 
cultures from the extremely offensive fluid which exuded at the site 
of incision remained sterile after a week’s incubation at 37°C. Films 
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stained from the liver substance show no micro-organisms when 
examined under the microscope.” 

Remarks. The history of the case is fairly typical. If ovarian 
pregnancy be excluded, and if it be assumed that the primary 
implantation of the ovum was in the left tube, then the dislocation of 
the gestation occurred at the second month after the establishment 
of amenorrhea, but whether by way of tubal abortion or tubo- 
abdominal rupture it is impossible, for the reasons stated, to say. 
The history and the conditions revealed at the operation do not 
favour the assumption of an intra-ligamentous development. 

“Spurious labour” occurred at term, and was followed by the 
death of the fcetus and partial absorption of the liquor amnii. 
Infection of the sac took place about six months after term, that 
is, at the average period of time according to Parry. 

The cause of the infection was probably the minute fistula 
communicating with the bowel which was noted at the time of the 
operation. The evacuation and subsequent contraction of the sac 
have evidently secured the closure of the fistula. A large part of 
the placenta was doubtless absorbed after the death of the fetus, 
the remainder being represented by the débris and placental portions 
removed from the sac. 

Of similar cases, where the extra-uterine gestation has produced 
a full-time foetus and where operation has been effected after infection 
of the sac, eight only are recorded in the 7'ransactions of the London 
Obstetrical Society during the past thirty years. 

I have to thank Dr. Hesketh-Evans, Cardiff, for entrusting the 
case to my care, and for information as to points in the history. 
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II. 


Abdominal Pregnancy Continuing to Term and 
Terminating Twenty-seven Months Later in 
Discharge of Foetus per Rectum. 


By Jane Marsn, M.D. (Brux.), L.R.C.P. & S. (Edin.), Medical 
Superintendent, Jaswant Hospital, Jodlipore, Rajputana, India. 


A H1inpoo female, aged 40 years, was brought by her husband and 
friends, from her village, about 16 miles away, to the Jaswant 
Hospital, February 6th, 1906. 

The history given by the friends was as follows: —Until the last 
three years the patient had been a strong, healthy woman, and able 
to follow her usual household duties. She had had several children, 
of whom the youngest living was grown up. About a month before, 
she had been delivered by a native midwife of a putrid fetus, minus 
an arm, through the anus, and since then the “dysentery” from 
which she had been suffering for three months before her confinement 
(with great abdominal pain and fever) was increasing. They had, 
therefore, brought her to the hospital, especially as the native dhai 
insisted that “an arm had been left behind.” 

The patient looked very ill, and had a drawn, pinched expression 
of face. She was apparently unable to speak or move, was very 
much emaciated, in great abdominal pain, and constantly vomiting. 
The temperature was 100°8°F., pulse 125, irregular and easily 
compressible. The abdomen was distended and tender to the touch; 
the surface was covered with scars, caused by applications of the 
actual cautery. There was a profuse fetid, sanguino-purulent 
discharge from the rectum, with excoriations, etc., all round the anus. 
A vaginal examination was not admissible owing to the patient’s 
condition, but there was no discharge from the vagina. 

Treatment. Judging from the patient’s condition and the history 
given by the husband and friends, I considered the case to be one of 
puerperal septicemia, probably caused by the dirty, ignorant 
treatment of the native dhai, and as her condition prohibited any 
immediate active interference, I sent her into the wards and ordered 
her hot antiseptic vaginal douches, hot fomentations to the abdomen 
and hot bottles to the feet, and, internally, quinine, ammonia and 
brandy to overcome the shock of the journey. Her daughter-in-law 
remained in the hospital with her for companionship. Next morning 
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she was so far recovered as to be able to talk a little. Temperature 
99°F., pulse 100. She did not look quite so like a dead woman as 
on the previous day. The fetid discharge from the rectum had in 
no way improved, and the abdominal pain was but very little relieved. 
As she had complained of sleeplessness the day before, she had had 
a sedative for the night, which had resulted in her having had four 
hours’ sleep. 

From the disjointed, scrappy information gained from the 
relatives the previous day I thought the case had been a footling 
presentation, with extension of the arms as the result of traction, 
and, knowing something of the way that native midwifery is con- 
ducted, I thought it not improbable that an arm caught between 
the after-coming head and the brim of the pelvis, might have been 
detached and left behind. The tale of the delivery through the anal 
orifice I did not credit, but, judging from the profuse feetid discharge 
present, I diagnosed a large utero-rectal fistula. 


As the daughter-in-law was present and the patient herself able 
to talk a little, I tried, before I examined her, to learn something 
more of the history of the case than had been possible the previous 
day, and, to my surprise, the following facts were elicited :— 
Three years ago, after a long interval from the birth of her last child, 
she again became pregnant. The pregnancy apparently ran a normal 
course, inasmuch as she did not remember any illnesses or hemor- 
rhages during the time, and was able todo her usual household duties. 
When her full time was come there was no delivery, and she noticed 
that she was beginning to become smaller, and this continued till all 
signs of swelling of the abdomen had disappeared. Menstruation 
returned eighteen months after it had stopped, and it had been 
regular ever since, a period of about eighteen months. About six 
months before she came to the hospital she began to suffer from 
abdominal+pain, and for this she sought help from the native baids 
(doctors), who gave her medicine; but as this afforded very little 
relief, they applied the actual cautery freely to the whole of the 
lower abdomen. This treatment was continued more or less irregularly 
for three months, when she began to suffer from what she called 
dysentery—a painful, continuous, foul-smelling, purulent, bloody 
discharge, and the abdominal pain and fever increased, till one day, 
about a month before she came into Jodlipore, very early in the 
morning, whilst at stool, “something seemed to come down” and 
protrude from the anus, but did not pass. Being in great pain, she 
called for help, and was taken into the house, and there she was told 
“the baby’s feet were coming down.” She sent for a dhai (an 
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illiterate o/d woman, who practises midwifery, the only qualifications 
needed for her practice being old age and heredity). The dhaz lived 
at a distance, and did not arrive for twelve hours; and during this 
interval the patient’s condition remained unaltered. When the 
dhai did come she began at the feet, with the result that a leg was 
pulled off. She then applied a cord to the thigh and pulled again. 
This time her efforts were rewarded by the delivery of the foetus 
minus an arm. She described the foetus as having teeth in both 
jaws; most of the soft parts had disappeared about the face; the 
eyes had gone, leaving the sockets empty; the scalp was shrivelled, 
but there were traces of some black hair. The dhai seems to have 
become frightened, for as soon as the child was delivered she went 
away to her own house, and did not appear again for a fortnight; 
and a fortnight later than this, as the patient’s condition was getting 
worse, her friends brought her to the hospital. 

Examination under chloroform. The uterus was normal in size, 
but did not move freely; both fornices were bulging into the vagina, 
and a hard round substance was felt high up in the rectum. 
Bimanually the fundus was felt somewhat to the front and quite 
distinct from the hard round body in the rectum. There was no 
discharge from the uterus, and certainly no arm was present there. 
Per rectum I passed in two fingers as high as I could reach, and came 
upon a bony, round substance, the size of a foetal head. In the 
centre of the presenting part was a hole, the bony margins of which 
were ragged and as sharp as knives. This hole proved to be the 
foramen magnum of the fetal skull. I then dilated the rectum with 
Fergusson’s specula and delivered the bones piecemeal, the only one 
that came away intact being the occipital. The very greatest care 
was required to prevent the sharp edges of the bones cutting the 
bowel. This I managed to prevent by keeping two fingers of my left 
hand between the foetal bones and the rectal wall. It was very 
difficult to do owing to the bones lying so high up. I delivered the 
two parietal bones and the occipital, but I could find no arm. 

The patient recovered from the chloroform very well, and improved 
rapidly. The day after the operation her temperature was 98°6°F., 
pulse 100. The discharge altered its character, lost its smell, and 
became less in quantity. For a day or two it was tinged with blood, 
and in four days ceased altogether. The abdominal pain almost 
entirely disappeared two days after the operation, and the temperature 
and pulse became normal. The feces showed a tendency to become 
formed. The only complaint the patient made was that she did not 
get anything to eat. She was being fed entirely on milk, soup and 
stimulants, which to the native mind does not count as food. 
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Ten days later I made another examination under chloroform, 
but could find nothing else abnormal in the rectum or uterus. The 
temperature rose to 100°2°F. after the examination, but fell next 
day to normal, and the patient continued to make steady progress 
towards recovery. Two days after the last examination she was 
allowed to sit up in bed, and then later to get up, and solid food in 
very small quantities was cautiously given, but as this sent her 
temperature up to 100°F., it was discontinued. Her daughter-in-law 
remained in the hospital with her all the time. 

On the evening of February 28th she complained of pain in the 
abdomen, and her temperature rose to 101°2°F. I enquired if any 
more solid food had been given, or if her friends from the outside 
had given her anything to eat. This was emphatically denied. She 
passed a restless night. Next morning her temperature was 103°F. 
The pain in the abdomen had increased; she had vomited once, and 
there was some diarrhea, but otherwise she did not look ill. Her 
pulse was good; she could talk, and wanted to get up. At 3 p.m. 
all the symptoms had increased; the temperature was 105°F. There 
were constant sickness and increased diarrhea. About 4-30 p.m. 
she passed two large semi-liquid motions, and from that time the 
temperature, sickness and pain gradually subsided. A little after 
3 p.m. I had been summoned to the hospital by the hospital assistant, 


and when I arrived about 4 p.m. I found waiting at the gate the | 


patient’s husband and several relatives, who demanded her discharge 
at once, asserting that she was going to die, and that, according to 
their customs (she was a Brahmin) she must, if possible, die in her 
own village, in the open air and on the ground. I quieted them 
as well as I could, and told them I did not think she was going to die, 
but that I was going to see what her condition then was. After my 
visit I sent for the husband, and begged him to let her remain where 
she was, for, though she was very ill now, and I could not say what 
the end would be, yet I hoped for the best, as the bad symptoms 
seemed to be passing off. But nothing I could say made any 
impression; they became more excited, and wished to take her away 
there and then in their arms, for fear she should die in the meantime; 
but I insisted on their procuring a proper conveyance, which they 
did, and she left the hospital at 6-30 p.m. 

I heard of her three days after. The worst had passed before 
she left the hospital, and she slowly but surely made up for lost 
ground and upset all her friends’ calculations by recovering. Three 
weeks after her departure her husband came to the hospital to thank 
us for our share in her recovery from her long illness, saying that 
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though still weak, she was able to be up and take a share in the 
household work. 

The day after she was taken out of the hospital her brother, who 
was a patient in the mission hospital in the city, told the European 
doctor there that the relative who was with his sister in the Jaswant 
Hospital, had watched her opportunity, and in the temporary absence 
of the nurse in charge of the case had, on the morning of the day 
her temperature had risen, given the patient a large quantity of 
sweetmeats that she had procured in the bazaar, “ but that the Dr. 
Miss Sahib did not know anything about it.” She had denied to us 
that she had given her mother-in-law anything at all to eat. This, 
of course, explained all the alarming symptoms. 

Note. I think the case is of interest because of its rarity. No 
history could be obtained to show at what time the sac had ruptured. 
The woman denied that she had suffered at any time during her 
pregnancy from acute pain or hemorrhage. Points of interest in the 
case are the death of the foetus and the gradual subsidence of the 
abdominal tumour, followed many months later by the formation of 
an abscess which burst into the rectum, discharging the fetus by 
the same path. Then, too, the bones had been lying for a month at 
least in the rectum without causing any obstruction of the bowels. 
This may be accounted for by the great distension of the rectum 
above the internal sphincter, but the bones were firmly wedged, and 
I had some difficulty in moving them. 

How was it that when the child was born nobody noticed that the 
parietal and occipital bones had been left behind? All the anxiety 
was for the missing arm, although I could not learn whether there 
were any signs of the arm having been torn off; perhaps it was never 
developed. The woman herself, during the whole time, declared she 
was carrying the child, although her neighbours and friends laughed 
at her, and said she had never been pregnant. 
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III. 


A Case of Tubal Mole; Operation during the 
Process of Abortion. 


By Joun Puitiirs, M.A., M.D. (Cantab.), F.R.C.P., 
Professor of Obstetric Medicine and Gynecology in King’s College; 
Obstetric Physician, King’s College Hospital. 


Cecrt1a B., aged 38, married eleven years, was admitted into the 
Todd Ward of King’s College Hospital on September 29th, 1903. 

When a girl of 17, whilst lifting a weight, she developed a double 
inguinal hernia. Since her marriage she has had one premature 
confinement at 7 months, 93 years ago. Her first miscarriage took 
place at 10 weeks, 7 years ago; and a second miscarriage occurred at 
9 weeks, 18 months ago. She made good recoveries from all of these, 
and there was no indication of any septic trouble. 

The catamenia have always been regular, of the thirty-day type, 
and accompanied with some pain in the right side on the first day; 
the loss has been excessive, going on for six days, and necessitating 
the use of about 30 diapers. The pain was never sufficient to lay 
her up. She has always enjoyed good health, and she was well and 
regular until June 27th, 1903, when a perfectly normal period ended. 
She dates her pregnancy from a few days later. She remained 
active and well until 14 days before her admission, 7.e., at about 
the 12th week of pregnancy; then, whilst walking about the room, 
she was suddenly seized with excruciating abdominal pains. These 
continued, but with less severity, until her admission. Whilst 
waiting in the out-patient room she was seized with another attack 
of sudden and severe pain, and was admitted. She compared her 
pain to the bearing down of labour; it was more marked behind and 
on the right side. 

On admission the patient had an anxious expression; her pulse 
was 120; her temperature was 99°F.; her knees were drawn up. 
The breasts were active, and serum could be expressed from them. 
The abdomen was tumid, and resonant on percussion; no white lines 
were observed. In the median line an elastic, ill-defined, rounded 
swelling was felt, reaching three finger-breadths above the symphysis. 
This was considered at the time to be the uterus. 

Vaginal examination showed the cervix pushed forwards and 
fixed, and, adherent at the same level, a fixed tender globular swelling 
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was felt to the right of the cervix and behind it. The fornices were 
apparently free. Examination was, however, difficult owing to the 
pain it caused. 

Three days later, October 2nd, 1903, she had another severe attack 
of pain, with increased swelling of the abdomen, and feeble and 
irregular pulse of 130. 

On October 3rd, 1903, the patient was operated upon. She was 
placed in Trendelenburg’s position, and an incision in the usual 
situation was made in the median line. On opening the peritoneal 
cavity about half a pint of dark fluid blood and several black clots, 
equal in size to a shelled walnut, escaped. In the median line a 
globular pinkish swelling, equal in size to a large orange, with 
intestines adherent to its posterior surface, was seen. It was almost 
fluctuant on palpation, and was looked upon as a pregnant uterus. 
On passing the hand into the pelvic cavity an oblong swelling, like a 
German sausage, was felt lying across the base of Douglas’s pouch, 
and extending to the right. This was surrounded by recent adhesions 
to intestine and uterine wall, and was lying in dark fluid blood. 
On separating the adhesions and bringing the swelling to the surface 
it was found to consist of a much thickened right tube, with a 
blood-clot at its fimbriated end (see drawing). The broad ligament 
was ligatured and the mass cut away. The left tube was distended 
to the size of two fingers, and convoluted and adherent to the rectum. 
Hystero-salpingotomy was now carried out, the uterus being removed 
at the level of the internal os uteri. The flaps of the cut cervix 
were brought together by two layers of sutures, and the stump 
dropped into the pelvic cavity. A glass drainage tube was inserted, 
and the abdomen closed by three layers of sutures. The patient 


made an easy recovery after a mild attack of thrombosis in the left 
femoral vein. 


Examination of Parts Removed. 


Uterus. Weight, 60z. Dimensions: length, 23 ins. without the 
cervix; breadth at the fundus, 23 in.; sagittal circumference, 8 ins. 
It was uniformly enlarged and globular, and curiously elastic to the 
touch, giving the impression of containing an ovum. The anterior 
half of the uterus was reflected by a coronal incision from below 
upwards, exposing the decidua. The thickened mucous membrane 
was then split up and the uterine cavity exposed. It was found to 
be lined by a thickened vascular decidua, irregularly thrown into 
folds. At the uterine cornu the decidua was 9 millimetres thick; it 
gradually lessened in thickness from above downward to the internal 
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Longitudinal Section of pregnant Fallopian Tube ; cut in paraflin (nat. size). 


1. Firm blood clot. 
the Tube. 


2. Space produced in preparation by shrinkage from the wall of 
3. Outline indicating size and shape of clot: when removed from 


abdominal cavity. 4. Amniotic cavity. 5.5. Dilated ostium abdominale. 6. Section of 
tortuous and dilated Fallopian Tube showing atrophy of normal living membrane. 
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os uteri, where it became almost unappreciable. Otherwise the 
uterine cavity was empty. 

The left Fallopian tube was enlarged, convoluted, and retort- 
shaped, and filled with clear serous fluid, which was translucent. 
It measured 4 ins. in length and 3 ins. in circumference at its widest 
portion. The abdominal ostium was closed, and the surface of the 
tube was covered with flakes of recent lymph. 

The right Fallopian tube was enormously distended and convoluted, 
and of a dark-purplish colour. The inner two-thirds was quite 
elastic, and the outer one-third was very much firmer to the touch as 
if occupied by a blood-clot. Projecting beyond the external abdominal 
ostium was a globular-shaped mass of blood-clot (see drawing), 
covered with flakes of lymph, and resembling a swollen deeply- 
congested glans penis. The total length of the tube was 6} ins.; 
its circumference was 5ins. at its widest portion, including the 
blood-clot, which projected 13ins. beyond the tube. The circumference 
of the blood-clot itself was 43 ins. On making a longitudinal section 
through the tube it was seen to be occupied by an extensive blood-clot 
which was continuous with a globular mass seen projecting beyond 
the external ostium. In the centre of the blood-clot was a more or 
less triangular-shaped cavity, lined with smooth glistening 
membrane, thrown into irregular elevations and depressions by the 
blood-clot beneath. This was the amniotic cavity, but no trace could 
be found of an embryo. 

A microscopical section of the tissue near the amniotic cavity 
shows the usual syncytial arrangement. 
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Intra-Mural Rupture of a Tubal Gestation Sac. 


By Comyns Berxetry, M.B., B.C. (Cantab.), Lecturer on Midwifery 
and Assistant Obstetric Physician to the Middlesex Hospital, 
etc.; and Vicror Bonney, M.S., M.D., Lecturer on Practical 
Midwifery and Obstetric Tutor to the Middlesex Hospital, etc. 


IN a paper dealing with the pathological examination of 18 specimens 
of early tubal gestation (Journ. of Obstet. and Gynecol. of the Brit. 
Emp., Vol. vii., No. 2, February, 1905), we pointed out that the 
primary gestation sac may rupture in one of three directions : — 

1. Out of the tube into the peritoneal cavity or broad ligament. 
This we termed eatra-tubal rupture. 

2. Into the lumen of the tube. This form of rupture, which is 
known as tubal abortion, we termed intra-tubal rupture. 

3. Between the muscle-fibres of the tube. This we termed intra- 
mural rupture. 

As far as we could ascertain intra-mural rupture had never before 
been described. Since writing this paper we have come across 
another example of this intra-mural rupture, of which the following 
are the notes. The accompanying drawings show the condition very 
well : 

History. A.L., aged 30, married 9 years, sterile, was admitted 
into the Chelsea Hospital for Women on November 24th, 1905. She 
had been regular until September 5th, 1905, her periods usually 
lasting seven days, but on this last occasion they were scantier than 
usual, and only of four days’ duration. Soon afterwards she 
complained of pain in the left lower abdomen, but it was not 
severe. On November 21st, not having menstruated since September 
5th, she was seized with severe pain in the left side of the abdomen 
and profuse vaginal loss. 

On November 24th she was admitted into the hospital, still losing 
blood. Per vaginam, all that could be definitely made out was a 
soft swelling in the right side of the pelvis. The uterus was very 
slightly enlarged, and the nipples showed areole suggestive of 
pregnancy. The pain had become much less. 

On November 25th abdominal section was performed. On the 
left Fallopian tube was a plum-coloured swelling, the size of a large 
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Fic. I. Naked eye appearance of the specimen (actual size). a, sac; b, tube ; ¢, tind: 


briated end of tube ; ¢, mesosalpinx. 

Fies. IL, IL, and TV.) Appearance of three transverse sections of the tube, showing 
the intra-muscular position of the blood clot. Uf. a, lumen; 4, intra-mural blood clot. 
IIL. lumen ; 4, intra-mural blood clot; ¢, amniotic sac. TV. lumen; 6, intramural 
blood clot. 
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walnut, situated at its outerend. The abdominal ostium was patent. 
On the right side was a small ovarian cyst, but there was no: blood 
or signs of peritonitis in the pelvis. Both tumours were removed, 
and the patient made an uninterrupted recovery. 


The primary gestation sac ruptures into the substance of the tube 
wall, and the extravasated blood forces its way among the muscle 
fibres, usually towards the fimbriated extremity, because of the loose 
structure of the wall of the ampullary segment. A sausage-shaped 
enlargement of the tube is thus formed, and on section the extra- 
vasated blood is seen to be separated from the lumen of the tube 
by a layer of muscle. The blood-sac thus formed may rupture later 
into the peritoneal cavity, into the broad ligament, or into the 
lumen, or it may not rupture at all. The ovum is usually to be 
looked for at the uterine end of the tubal enlargement. 

Cullingworth, some years ago, described an intra-tubal hemor- 
rhage due to the rupture of a vein in the wall of the tube. This was 
probably an example of intra-mural rupture. The form of the tube 
in outline resembles a hemato-salpinx, and indeed is generally mis- 
taken for one, but there is no blood in the peritoneal cavity. 

The intra-mural blood-clot, becoming consolidated and circum- 
scribed, constitutes the tubal blood-mole. 
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Cornual Gestation: Rupture: Pregnancy in Opposite 
Cornu after Operation. 


By Doran, F.R.CS., 
Surgeon Samaritan Free Hospital. 


Earty in the autumn of 1904 the following case occurred in my 
operative practice. I removed a cornual sac for acute hemorrhage 
due to its rupture, and was able to save the opposite cornu. That 
cornu, which had already been the seat of two normal pregnancies 
before the operation, has once more carried a child safely to term 
since I amputated the cornual sac. I will now relate the case, 
dwelling afterwards on questions of interest in relation to it, such 
as the simulation of Hegar’s sign, the absence of vaginal “show,” and 
the high importance of after-histories in cases of this kind :— 

D.P., aged 27, applied for relief at the out-patient department 
of the Samaritan Free Hospital on September 7th, 1904, at 1-30 p.m., 
suffering from acute abdominal pain with marked anemia. She was 
very ill-nourished, being the wife of a day-labourer, residing in the 
poorest quarter of the Latimer Road district. She had been married 
for over two years, and borne two children; the youngest, seven 
months’ old, had been weaned three weeks before the patient was 
brought to the hospital. No show had been seen since the second 
labour, except on one occasion, when the child was four months old, 
and the patient believed that she was once more pregnant. 

On the evening of September 5th an acute attack of hypogastric 
pain occurred, and lasted all night. Next morning, when the patient 
rose, she felt pains distinetly crampy in character, and became faint. 
The symptoms subsided towards the evening, and on the morning of 
September 7th she felt better still, but considered that it was prudent 
to state her case at a hospital. Mr. A. Lionel Smith noted: “ In the 
middle line of the abdomen is a mass of about the size of a uterus in 
the fourth month. On vaginal examination the mass in the abdomen 
is felt to be continuous with the cervix, but the thinning of the 
supra-vaginal portion of the cervix ismuch more marked than usual.” 
There had been no “show” of blood during or before the three days’ 
attack of pain. Mr. Lionel Smith induced the patient to rest in the 
waiting-room for a while. At 5-30 p.m. she felt very faint. At 
8-30 p.m. Dr. Cuthbert Lockyer saw her. A severe attack of syncope 
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had occurred, and the patient was admitted. At 9 p.m. I was sent 
for, as she had fainted once more. The mass in the middle line 
could no longer be defined, and there was dulness over the right side 
of the abdomen as well as over the hypogastrium. For the first time, 
a little vaginal “show” was detected. The pulse was 120, small and 
thready. 

I operated at 9-30 p.m., assisted by Dr. Lockyer, Mr. Lionel Smith 
administering chloroform. On opening the peritoneal cavity, much 
fluid blood escaped, with masses of recent clot. I at once seized and 
clamped a body which looked like the uterus and showed a ragged 
laceration, about four inches long, on its upper surface towards the 
left. Placenta and membrane protruded from this laceration, and 
were traced upwards under the omentum to a fetus three inches 
long, lying intact in its amnion. The inner side of the lacerated sac 
was connected with what I found to be an empty left uterine cornu 
by a band, free above and continuous with the cervix and pelvic 
structures inferiorly. The right ovarian vessels were ligatured in 
the infundibulo-pelvic ligament, and then the band was secured. As 
all hemorrhage now ceased, I was enabled to examine the relations of 
the sac, and found that the right tube ran entire from its outer 
border to which the ovary was also attached. The sac, shaped 
somewhat like a paper fruit-bag over four inches square, was internal 
te the right round ligament which ran from its outer border. The 
band was transfixed and ligatured with No. 4 China-twist silk and 
then divided; it became very narrow when the ligature was drawn 
tight. Thus the ruptured sac came away with the right appendages, 
whilst the left cornu was saved. I noted that the left tube and ovary 
were normal. The peritoneal cavity was freely washed out with 
saline solution, several pints of which were closed up in that cavity 
when the abdominal wound was sutured. 

There was but little rise of temperature after the operation, and 
the maximum, 100°3°, on the evening of the third day, was 
apparently due to irritation caused by the presence of scybala in the 
lower bowel, a common complication after emergency operations. 
Under the influence of strychnine the pulse rapidly improved. On 
the second day a discharge of blood from the vagina was noted. It 
was never free, but became fwtid and mixed with mucus on the 
fifth day, without rise of temperature, and disappeared a day or two 
later. Nothing resembling a decidua was detected in the discharge. 

After History. When the patient left the Samaritan Mospital, 
the period reappeared while she was at a convalescent establishment, 
and was seen twice again, at regular intervals. Then she became 
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pregnant. Labour occurred at term on September 13th, 1905. There 
was difficulty in micturition during the last three months, and 
labour was, it appears, impeded by great distension of the bladder. 
When the catheter was used the labour terminated spontaneously 
without further trouble. There was no post partum hemorrhage. 
The patient has seen no “show” since her last confinement, but she is 
still suckling her child. Ever since the operation she has been 
subject to attacks of vertigo, without ever fainting. For this 
important after-history I was obliged to seek the patient herself, as 
she had changed her address, but after numerous enquiries in the 
neighbourhood, I found her (May 3rd, 1906) in a back street in 
Notting Dale, and for the first time learnt that pregnancy had 
occurred in the cornu which I was able to save. Her health is fairly 
good considering her circumstances. 

The parts removed will be minutely described by my friend and 
colleague Dr. Cuthbert Lockyer, who, I understand, is preparing a 
monograph on cornual pregnancy, which will be in some respects 
a continuation of our joint paper on “Two Cases of Uterus Septus 
Unicollis, both associated with Fibro-myoma, and one also with 
Hematosalpinx,” which appeared in this JourRNAL, in March, 1905. 
At present I need dwell on little more than purely clinical and 
surgical questions, especially as there can be no doubt that the fetal 
sac was the right cornu of the uterus. 

These clinical and surgical questions will now be discussed in 
detail : — 

1. Intra-peritoneal hemorrhage was evident, and ectopic gestation 
was diagnosed. We had little doubt that rupture of the sac had 
occurred, but the patient’s condition was so grave that I made all 
haste to open the abdomen and stop the hemorrhage without 
attempting to define the precise nature of the abnormal pregnancy. 

2. In this instance of cornual pregnancy no “show” of blood was 
observed from the beginning of gestation until about half an hour 
before operation. During the acute symptoms in the course of the 
last three days before the sac was removed not a trace of blood 
escaped from the genital canal. After the operation there was a 
distinct discharge of blood which became fetid. Hzemorrhages from 
the normal cornu are the rule in cases of pregnancy in a closed cornu. 
Clinical evidence has shown that the discharge of the decidua from 
the normal cornu bears little, if any, relation to the progress or arrest 
of the pregnancy. In tubal gestation discharge of decidua from the 
uterus is very often associated with arrest of the abnormal pregnancy, 
and is therefore a valuable monitor to the surgeon. The bloody 
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discharge after the operation in this case possibly represented the 
expulsion of the remains of a decidua long broken down. If so, 
however, it is strange that a show of blood had not occurred much 
earlier before operation. . 


3. As is the rule in cornual and the exception in tubal pregnancy, 
the patient did not suffer from pain until the rupture took place. 
The escape of blood into the cavity of a healthy peritoneum causes 
distinct pain, and therefore explains the earlier acute symptoms in 
this case. A few hours later the pains became cramp-like, that is to 
say, the cornu contracted occasionally, expelling its contents. It did 
not succeed in emptying its cavity of the entire placenta. As its 
walls were fairly thick, and made up of uterine muscular tissue, it 
is easy to understand why these crampy pains set in, and were clearly 
distinguished and described by the patient. 


4. The gravid cornu had risen entirely above the pelvic brim, and 
thus was exposed to damage. Rupture is rare during the first three 
months of cornual pregnancy, but more frequent later when the cornu 
is no longer a little sac lying well protected down in the pelvic cavity. 


5. The source of the intra-peritoneal hemorrhage was manifest. 
Rupture of the sac is the most frequent cause of interruption of a 
cornual pregnancy; in tubal pregnancy it is now known to be 
otherwise. Death of the foetus and its retention in the cornu for an 
indefinite period has been frequently recorded. 


6. One of the most instructive features in this case was the 
apparent thinning of the supra-vaginal portion of the cervix, which 
Mr. Lionel Smith carefully noted as being much more marked than 
in a normal pregnancy. The thin portion was no doubt the band 
connecting the gravid cornu with its fellow and with the cervix; 
morphologically the lower part of the band was really cervix. As 
the gravid cornu had come to lie almost vertically in the middle line, 
its longitudinal axis was practically continuous with that of the 
vaginal portion of the cervix. Thus we see how early normal 
pregnancy may be simulated by cornual gestation, the band giving 
a false impression of “ Hegar’s sign” when the cervix is examined 
by the bimanual method. 


7. The foetus measured a little over three inches in length. 
Making allowance for relative ill-development, the pregnancy might 
have reached the middle of the third month. Conception during 
lactation, however, made such calculations very uncertain in this 
case. The foetus was quite fresh, and must have been alive when 
the acute symptoms began. Death of the foetus in a cornual sac 
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as a rule means its indefinite retention. The familiar results of tubal 
mole and tubal abortion are not seen in cornual pregnancy. 

8. The fact that there was a distinct band between the gravid 
cornu and the remainder of the uterus is of great interest for surgical 
reasons. Dr. Lockyer found that the band did not include a canal 
communicating with the cervix or with the cavity of the normal 
cornu. As this report is mainly clinical, I need not discuss the 
question of transmigration of the ovum. I must dwell on the fact 
that the presence of a well-defined band allows of an essentially 
conservative operation, the healthy cornu being saved, so that it may 
become the seat of a normal pregnancy. This happens to be the 
second case in which I have removed an abnormal cornu from a 
woman who had borne children in the opposite cornu, and in both 
instances the normal cornu became the seat of pregnancy after the 
operation. 

The first patient underwent operation when 38 years of age on 
January 3rd, 1899.* I removed an undeveloped right cornu which 
had become the seat of a myoma. The patient had borne a live child 
and had also aborted once before the operation. As in the case of 
cornual pregnancy, I lost sight of the patient and had great difficulty 
in tracing her, until March, 1902, when she wrote to me, saying: 
“ T had another child in 1901, and a fine big boy he is, now one year 
and a half old. I had a good quick time; he was born ten minutes 
before the doctor arrived.” 

We must bear in mind how very well the normal cornu in a 
double or one-horned uterus may carry on its functions. “ Asa rule, 
the course of pregnancy is not disturbed, and labour is easy and 
natural,” says Professor Stephenson.t So it was in my two cases 
where the imperfect cornu had been amputated. On that account I 
consider that the operator is fortunate when he is able to save the 
unaffected cornu. In subjects where the bifurcation is not complete 
this conservative procedure may be impossible. 
*« The Removal of a Fibroid from a Uterus Unicornis in a Parous Subject.” Brit. 


Med. Journ., Vol. I., 1899, p. 1889. This paper appeared before the patient became 
pregnant again. 


t Art.: ‘* Pregnancy,” Encyclopedia Medica. 
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AN INDIAN EXPERIENCE OF ECTOPIC GESTATION. 
(To the Editor of the Journal of Obstetrics.) 


Sir,—From some rough notes which I have by me, I find I have 
operated during the last few years on thirty-two cases of ectopic gestation 
at the Government Maternity Hospital, Madras. Of these thirty-two 
cases, two were instances of ruptured secondary abdominal gestation, 
the length of the foetus being in one case 5in. and in the other 7 in. 
In one case there was no rupture, but a large quantity of blood had 
been poured out from the free end of the tube. One woman had been 
operated upon four years before for tubal rupture, and another was 
twice operated upon by myself. A report of these last two cases will be 
found in the 7'rans. of the Obstetrical Society of London, 1903, Vol. xlv., 

. 144 

Five of my patients died, viz. the two with ruptured abdominal 
gestation mentioned above, one who was septic at the time of operation, 
and two others. Of these last, one died on the 5th day, and the other 
on the day following the operation. 

Of the twenty-two cases, in which a note was made of the side of the 
body affected, twelve were affected on the right side and ten on the left. 
As to race, one was a European, seven were Eurasians, twenty-three were 
Hindus, and one was a Mahomedan. The age incidence was as follows: 
14—20 21—25 26—30 31—35 36—40 , 
be seen that it is not the very young who are chiefly affected, and as 
early marriages are frequent and girls often become mothers at the age 
of 15 or 16, it seems probable that tubal gestation is commoner in 
women who have been married some time than in the recently married. 

Tubal gestation appears to be not uncommon in Madras, for many 
cases of pelvic hematocele—probably most of them due to this cause—are 
treated in the hospital every year. I believe that gonorrhcea plays a 
considerable part in the causation, for inflammatory diseases of the 
tubes, including pyosalpinx, are exceedingly common. 

Regarding treatment, where hemorrhage is going on, the call to 
operate is imperative, and indeed,in my opinion, the best plan is to 
operate in all recent cases. It is impossible in many cases to say 
whether the embryo is still living, and it is always impossible to say 
what changes may take place in the effused blood. I know that in the 
vast majority of cases a hematocele if left alone will undergo absorp- 
tion, but is it wise to wait and see what is going to happen? 

I regret that I am unable to furnish full notes of my cases; the de- 
tailed records, being Government property, had to be left at the insti- 
tution when my term of office expired. 


I am, Sir, 
Yours faithfully, 
7, BEAUFORT RoaD, A. J. Sturmer, Lt.-Col., 


May 9th, 1906. Indian Medical Service (retired). 
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CRITICAL REVIEW. 


Recent Work on Tubal Pregnancy. 
(1902—1906). 


By Henry Russert Anprews, M.D., B.S. (Lond.), M.R.C.P., 


Assistant Obstetric Physician to the London Hospital. 


At the suggestion of the Editor, I have undertaken to write a critical 
review of the work on tubal pregnancy published since my own 
papers “On the Anatomy of the Pregnant Tube” and “The Attiology 
of Tubal Pregnancy,” which appeared in this JourNaL in May and 
September, 1903, respectively. As the former paper was finished in 
October, 1902, I have now endeavoured to review the subject from the 
middle of 1902 up to the present time. A large amount of work has 
been done in this period of three and a half years, as shown by the 
fact that I have had to consult thirty-eight papers and monographs, 
some of which are of considerable importance, e.g., those of Berkeley 
and Bonney, Fellner, Fiith, von Franqué and Garkisch, Heinsius, 
Hitschmann, Kermauner, Kober, Kroemer, Micholitsch, Raschkes, 
Runge, Schambacher, Vassmer and Whitridge Williams. At the 
Congress at Wiirzburg in 1903, tubal pregnancy was chosen as the 
subject of a discussion in which Veit, Werth, Wertheim and Heinsius 
took part. 

The literature is chiefly German. There are six English papers 
and a few reports of cases, two American and two French papers. 
I have not given references to any paper that appeared before the 
middle of 1902, as these can be found in my papers above referred 
to. Much of the work has been done most thoroughly, with the aid 
of a very large number of serial sections (e.g., over 2,300 sections of 
one tube, Vassmer). It is well recognized that deductions from a 
few sections only may lead to the most erroneous views with regard 
to the minute anatomy of pregnant tubes. The subject can be 
studied most easily when arranged under the following headings : — 
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I. Toe ANATOMY OF THE PREGNANT TUBE. 


(i.) Decidual reaction 

(a) In the tubal mucous membrane. 

(b) In the submucous and inter-muscular con- 
nective tissue and muscle, 7.e., the walls of 
the gestation sac. 

(c) In the walls of the maternal blood-vessels. 

(d) In the surrounding tissues. 

(ii.) The site of the gestation sac. The structure of the 
“ capsularis.” 

(ii1.) The relation of the foetal ectodermal cells to the 
maternal vessels. 


II. Tue Causes or Tuspat Asortrion anD Rurtvre. 


III. Tue or PREGNANCY. 


I. Tue Anatomy oF THE PREGNANT TUBE. 
(i.) Dectdual reaction. 

Heinsius?! defines a membrana decidua as follows: “A tissue con- 
sisting of a dense layer of enlarged connective-tissue cells with large 
nuclei, a tissue, the function of which is to afford protection to both 
mother and ovum, clothing the whole neighbourhood of the ovum.” 
Such a tissue, he says, is not to be found in the Fallopian tube. 

(a) Decidual reaction in the mucous membrane. Veit seldom 
found well-marked decidual changes in the mucous membrane. 

Dobbert,® Heinsius,?! Vassmer,“® and Lange*® found decidual 
change here and there in the folds. 

Schambacher *? and Runge‘! found it only in the folds in close 
proximity to the ovum, not in other parts of the tube. 

Berkeley and Bonney‘ found here and there patches of decidua- 
like cells. 

Kermauner?’ found decidual changes in the mucous membrane in 
only 6 cases out of 41, usually only in the tips of folds on the uterine 
side of the gestation sac. One case of bilateral tubal pregnancy 
showed decidual changes in the mucous membrane of both tubes. 
He considers that the tenseness and stiffness of the tubal mucous 
membrane have not been sufficiently noticed. They prevent the early 
occurrence of cedema which precedes and accompanies the character- 
istic swelling of the connective-tissue cells in decidual reaction. The 
less marked are the chronic inflammatory changes in the mucous 
membrane the earlier will decidual reaction be seen, but its appear- 
ance will always be later in the tube than in the endometrium in 
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intra-uterine pregnancy because these chronic inflammatory changes 
are never altogether absent. _ 

Kroemer?? found decidual changes in the tubal mucous membrane 
in cases where this tissue took some part in the formation of the 
gestation sac, but not in those where the site of the ovum was deeply 
intra-muscular. In one case he found decidual reaction in the other 
tube. 

Fellner !? finds decidual reaction in the mucous membrane, and 
thinks that if there is no decidual reaction the ovum cannot go on 


developing. Kermauner’s?? evidence, decidual change in only 6 out 
of 41 cases, does not support this view. 


von Franqué and Garkisch !° found much decidual reaction in the 
mucous membrane of all parts of the tube, even in a labyrinthine 
congeries of intra-muscular tubules branching off from the main 
lumen. The changes were so marked as to produce a tissue re- 
sembling a young decidua compacta in the uterus. They consider 
that a decidua capsularis and decidua basalis are formed in the 
mucous membrane very early, but are soon destroyed by feetal cells. 

Whitridge Williams®® found decidual formation not only at the 
site of implantation of the ovum, but also in folds of the mucosa some 
distance from it. 

Voigt 47 is the only observer who has failed to find evidence of 
decidual change in the mucous membrane in any case. Kermauner 
found none in 35 cases out of 41, and Vassmer found none in 8 cases 
out of 20. 

(b) Decidual reaction in the submucous and inter-muscular con- 
nective tissue and muscle, i.e., in the walls of the gestation sac. A 
decidual change in the inter-muscular connective-tissue cells, not 


sufficient to form a decidual membrane, has been described by many 
observers. 


Thus Heinsius?? says: “There is some decidual reaction in the 
maternal tissues: the musculature of the tube is loosened and 
cedematous, and the connective-tissue cells are swollen. 


Berkeley and Bonney? say: “In our sections the absence of 
connective-tissue reaction to the invading trophoblast is, perhaps, one 
of the most striking features. Here and there are patches of small 
cells with single, rounded, deeply-staining nuclei, whilst scattered 
irregularly about in the muscle tissue are certain cells with large, 
oval, vesicular-looking nuclei, which stain faintly with hematoxylin. 
These cells are certainly decidua-like, but with the exception of these 
the maternal tissues appear to be undergoing a passive destruction.” 
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Dobbert ® says: “In the placental site there may be some decidual 
reaction.” 

von Franqué and Garkisch }3 describe decidual change in the cells 
of the inter-muscular connective tissue. The nuclei were large and 
well stained, the cell-bodies swollen and decidua-like. 

Since Kiihne pointed out, in 1897, that what had been described 
as decidua serotina consisted of Langhans’ cells and fibrin, no ob- 
server until recently had spoken of any changes producing a tissue 
worthy of being called “ decidua basalis tubaria.” 

Whitridge Williams, however, in his text-book of ‘‘ Obstetrics,” 
and Kober, Kroemer and Heinsius, in recent papers have 
questioned the correctness of Kiihne’s interpretation of the cell- 
sheet. 

Whitridge Williams®® says: “‘ While there is no doubt that a 
great part of the so-called decidual cells are really foetal in origin, I 
am, nevertheless, confident that a decidual formation occurs, though 
to a far less marked extent than was believed by the early observers. 

. . The decidua serotina . . . never occurs as a continuous mem- 
brane, but at most consists of a few patches of decidual cells, which 
can be distinguished from the more abundant feetal cells only by the 
most careful examination.” 

Kober? considers that the cell-sheet is partly maternal. 

Kroemer ?° found, in examination of a 14-day ovum, loosening and 
hypertrophy in the tissues forming the “serotina,” so that in the 
place of the usual scarcely visible submucous tissue there were here 
and there broad fields of decidual cells. Wherever villi were found 
there was decidual reaction. He says, “It is interesting to notice 
that even the muscular fibres and interstitial connective-tissue cells 
swell in a decidual manner, and show large clear vesicular characters, 
when in contact with masses of syncytium.” 

The drawings illustrating Kroemer’s paper show what certainly 
look like decidual cells in the basalis. 

This case, in which there was a well-developed submucous tissue, 
must be looked on as being quite unusual. 

Heinsius?! gives a most interesting description of the “ basalis” in 
one case: “ At the boundary between the ovum and the tubal muscle, 
and in some of the vessel walls, in the side towards the ovum, there 
was a peculiar homogeneous almost glassy tissue containing large 
cells with large nuclei, spindle-shaped or star-shaped and of varying 
sizes. The cell-boundaries had disappeared. ‘The cell-bodies con- 
tained masses of chromatin which took the same stain as the muscle 
fibres. The tissue looked like the remains of an old uterine decidua 
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as seen round the vessels after an abortion.’”’ In another, a fresh 
specimen, he found a similar structure looking “as if the muscle 
had formed a decidua like that of the uterus and had taken on the 
same function as a uterine decidua.” The nuclei of the muscle 
fibres were swollen and the boundaries of the fibres had disappeared, 
so that eventually only a large nucleus was left, surrounded by 
masses of chromatin, in the middle of a similarly stained tissue. 
Ile concludes, “The changes in the tissues of the tube are, to a 
certain extent, like those produced by an inflammatory process, and 
appear to be the result of an attempt at affording as good a bed as 
possible for the development of the ovum.” 

On the other hand,— 


Berkeley and Bonney‘ agree with Kiihne that the cells in the 
“decidua serotina” are foetal and not maternal. 

Voigt * did not find a trace of decidual formation in the basalis. 

Werth * says: “there are no decidual cells in the basalis, though 
some of the ectodermal cells are like decidual cells.” 

Runge?! says that the proliferated cells in the wall of the gestation 
sac are not decidual cells or proliferated epithelium, but certainly 
Langhans’ cells. 

Schambacher 4? agrees with Kiihne’s interpretation of the cell- 
sheet, and finds no decidual cells except in the walls of vessels. 


Kermauner,?” in forty-one cases, did not once find definite 
decidual cells in the basalis, and only once did he find cells that 
somewhat resembled decidual cells. He found in one case some large 
cells such as those described by Heinsius, and thought that they were 
probably the result of degeneration, possibly of decidual change. 

Heinsius ?° attempts to find an explanation of the varying results 
of observation of decidual reaction in pregnant tubes in— 

(1) Individuality of the tissues, the varying energy of the fetal 
tissues, and the varying reaction of the maternal tissues. 

(2) The site of the ovum. The nearer to the fimbriated extremity 
is the spot at which the ovum becomes implanted, the more marked 
is the reaction of the tissues. 


(3) The stage of the development of the ovum. (However, von 
Franqué and Garkisch '’ found very marked decidual reactions in a 
% weeks’ pregnancy, and Fellner!? in a pregnancy of 2-3 weeks. 
Lange *® cannot find evidence that the amount of decidual change 
depends on the age of the ovum.) 

(4) The time that has elapsed between interruption of the preg- 
nancy and removal of the tube. 
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(c) Decidual reaction in the walls of the maternal blood-vessels. 

In 1902 I wrote, “Since Clarence Webster, whose ‘ proliferated 
endothelium’ is generally considered to have been in reality tropho- 
blast, Mand] is the only writer on tubal pregnancy who has described 
proliferation of the endothelium of the maternal vessels as being 
well-marked. There is not the slightest doubt that proliferation of 
the endothelium of some of the maternal vessels does sometimes 
occur, as is seen in some of my sections, but what very slight pro- 
liferation there is is of no evident importance. In other words, 
‘trophospongia’ as described by Hubrecht in the hedgehog, is not 
found in the human female. . . . As regards Veit’s contention that 
the foetal cells do not destroy maternal tissue, there are numberless 
sections showing vessels the walls of which on the side towards the 
ovum have been completely ‘substituted,’ the place of muscle, con- 
nective tissue, elastic tissue and endothelium having been taken by 
foetal cells.” 

Some of the most interesting of the recent work has been done 
on the changes that occur in the walls of the maternal vessels, and 
on their relation to the trophoblast. 

Kermauner?’ found undoubted proliferation of the endothelium 
in some cases, and Kroemer describes syncytial change in it; but the 
endothelium no longer occupies the place of interest—this has been 
taken by the cells of the intima. 

Hitschmann 4 found that the cells of the tunica intima of some of 
the arteries had undergone a decidua-like proliferation. 

Fellner,!2 who examined three tubes not more than 2-3 weeks 
pregnant, and very little damaged, finds that the larger arteries in 
the neighbourhood of the implantation site undergo an autothrom- 
bosis; what has been described by several observers as deportation 
of Langhans’ cells into veins is really formation of decidual cells in 
arteries. That they are arteries is proved by the large amount of 
elastic tissue in their walls. In most places where an artery com- 
municates with the intervillous space there are heaped-up cells, a 
few spindle-shaped, but chiefly round or polygonal, under the endo- 
thelium. The lumen is more or less obliterated by these cells, which 
gradually take the place of all the tissues of the vessel-wall. They 
have generally been called Langhans’ cells, but in some places they 
can be seen to be invaded by Langhans’ cells, the difference in 
character of the two sorts of cells being clearly seen. They can be 
seen under normal endothelium, large spindle-shaped, round or 
polygonal, and fairly well-stained cells. Their nuclei are vesicular 
and contain a few chromatin granules and one or more well-stained 
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nucleoli. Intermediate forms between unaltered connective tissue 
cells and these cells can be seen. In the illustrations the differences 
between Langhans’ cells and these decidual cells formed from the 
intima is very marked. Nearly all the observers to whom Fellner 
has shown his sections found similar appearances in their own 
preparations from pregnant tubes. 


Kroemer 29 also has described decidual cells in the arteries. In 
some cases he found a many-layered sheet of decidual cells sur- 
rounding the lumen. 

Schambacher *? found that the walls of some of the vessels were 
infiltrated with large cells of decidual character quite distinct from 
Langhans’ cells. They could be differentiated from the latter by the 
fact that they, the decidual cells, were two or three times the size of 
Langhans’ cells, were of a different shape, and though they usually 
contained only one nucleus, often contained two or three or more. 
They were separated from one another by a good deal of inter-cellular 
substance, which is not seen in clumps of Langhans’ cells. By 
tracing vessel-walls in serial sections these decidual cells could be 
proved to arise from cells of the intermuscular tissue of the vessel- 
walls, and particularly from the intima, under endothelium which 
often was unaltered. As these cells, round or spindle-shaped, in- 
creased in quantity, the muscle and elastic tissue of the vessel-wall 
disappeared. The cells of Langhans could be seen breaking through 
the layers of these vessel-wall decidual cells to reach the lumen. 
Intermediate forms between the decidual cells and Langhans’ cells 
could never be seen. The endothelium usually remained undisturbed 
until the Langhans’ cells broke through the sheet of decidual cells. 
This decidual change was not seen in all the vessels; in some of the 
smaller ones the wall was simply destroyed by the Langhans’ cells 
without undergoing any previous change. 


Kermauner?’ found cells like those described by Schambacher, but 
only in the side of the vessel towards the ovum. He considers that 
they originate from Langhans’ cells, not from maternal cells. 


von Franqué and Garkisch® examined two ova, one of 3 weeks, the 
other of 6 weeks, cutting 800 serial sections of the former and 730 of 
the latter. Their evidence supports that of Hitschmann, Fellner, 
Kroemer and Schambacher. They found decidual changes in the 
vessel walls, large cells being formed which were not Langhans’ cells. 
In the wall of a large vein there was “a beautiful picture of decidual 


change, the cells being large, rich in protoplasm, and containing 
large nuclei.” 
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(d) Decidual reaction in the peritoneum and surrounding tissues. 
Few writers of recent papers have paid much attention to the changes 
in the peritoneum. 

Berkeley and Bonney ‘ found no decidual cells in the ovary, in the 
opposite tube, or on the peritoneum. 

Kermauner?’ found proliferation of the peritoneal cells in almost 
every case, but no decidual cells on the peritoneum, and very few in 
the adhesions, although he sometimes found large decidua-like cells 
in the loose, new, connective tissue of the latter. 

Kroemer?® and Whitridge Williams®® each found decidual 
changes in the tube of the other side in one case. 

Hirschberg ?? described a case of “ periappendicitis decidualis,” in 
which the appendix was adherent to the pregnant right tube. There 
were decidual cells in the peritoneum of the appendix and its 
mesentery, and on the great omentum. In another case of right- 
sided tubal pregnancy where the appendix was adherent to the tube 
he found no such cells. 

Penckert 3’ described a case of considerable interest in which a 
three-months’ ovum was implanted partly on the abdominal end of 
the tube and partly on the omentum, to which some of the chorionic 
villi were attached. In the omentum were clumps of gigantic cells, 
oval, ovoid, or more elongated in shape, typical decidual cells such as 
are found in the compact layer of a uterine decidua. These clumps 
of cells were not arranged in any special relation to the large omental 
vessels, and were certainly not endothelial or perithelial in origin, but 
were evidently formed from the connective tissue cells of the fatty 
tissue. 

Such a case strengthens the view that primary abdominal preg- 
nancy may occur. 


The uterine decidua. 


Cazeaux ® considers that in every case of extra-uterine pregnancy 
there is a reaction in the endometrium which undergoes profound 
changes during the development of the ovum. This reaction is 
variable and is the more marked the nearer the site of the ovum is to 
the uterus. The expulsion of a decidual cast does not always occur. 
Expulsion of a decidual cast does not always imply the death of the 
ovum, but it has not been proved that it does not coincide with some 
more or less important disturbance to the ovum. 


Kermauner?’ thinks that it is not absolutely proved that a 
uterine decidua is always formed in tubal pregnancy. If formed, it 
may not be thrown off until four weeks after the death of the ovum 
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(Lindenthal). He believes that a certain amount of the blood which 
escapes from the uterus may come from the tube. 

I have been unable to find any note as to what changes, if any, 
can be found in the connective tissue of the broad ligament. 


_ If we accept the above evidence—and there is no reason to doubt 
the correctness of the greater part of it—we are forced to the con- 
clusion that the amount of decidual reaction undergone by the 
maternal tissues in the pregnant tube varies considerably in different 
cases. Some of those in which decidual reaction is described as 
being present to a marked degree were early cases, so time is not the 
only important factor. One thing is certain, viz., that tubes in 
which the gestation sac has been much damaged by bleeding are of 
little value for purposes of demonstrating decidual change in muscle 
and inter-muscular tissue. (dema, loosening of tissue and a certain 
amount of degeneration are always present in the neighbourhood of 
the ovum, and when to these is added pressure from blood clot the 
tissues stain so badly that it is difficult or impossible to decide 
whether doubtful cells are maternal or feetal, and whether changes 
are to be put down to decidual reaction or to degeneration. It is 
possible that difference in the methods of fixing and staining are 
responsible for some discrepancies. 


(ii.) The site of the gestation sac. 
The theory that the ovum is implanted on the mucous membrane 
and has a “free pole” projecting into the lumen of the tube receives 
no support. The work of Peters on the embedding of the ovum in 
the uterus, and of Fiith on embedding in the tube are almost univer- 
sally adopted. The chief difference of opinion now is as to the means 
by which the ovum sinks to such a depth in the tissues of the tube. 

Veit4® describes submucous embedding, and says that the ovum can 
only occupy pre-existing cavities in the tube wall, and cannot destroy 
maternal tissue. He still objects to the ovum being looked on as 
acting in the same way as a malignant growth. 

Kroemer *® upholds this view to a certain extent. He thinks that 
the site of the ovum may be simply submucous if the mucous mem- 
brane is loosely attached to the muscle. It may project into the 
lumen in polypoid fashion, but if it does this it is encapsuled, not 
free. In other cases it is intra-muscular, but the villi do not devour 
the muscle, they grow into interstices in the softening maternal 
tissues. 

Standage # says “the lumen of the tube is patent in its entire 
length, so the gestation sac did not occur there.” 
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The large majority of observers are agreed that the site of the 
ovum is intra-muscular. 

Whitridge Williams®° says: “The ovum penetrates the surface 
epithelium and burrows down into the tissue beneath it. Several 
specimens, which I had previously taken as indicating the develop- 
ment of the ovum in a diverticulum from the lumen of the tube, are 
to be interpreted inthis manner. . . . Asthere is no distinct decidual 
membrane to separate the growing ovum from the underlying 
muscular and connective tissue, the rapidly proliferating trophoblast 
comes at once in contact with the tube wall, and promptly leads to its 
necrosis and ultimate conversion into fibrin.” 


Heinsius?! says that in what will be the placental site the muscle is 
destroyed, looking as if it had been eaten out. The ovum becomes 
intra-muscular at the uterine end sooner than at the abdominal end 
of the tube because of the difference in the mucous membrane at the 
two ends. The trophoblast may grow through the capsularis into the 
opposite wall of the tube. 

Fiith 5 also has seen this, and says that the ovum undoubtedly 
enters the tubal tissues by its own activity. 

Vassmer* and Raschkes** agree that the feetal cells destroy or 
cause atrophy of the tubal muscle. 

The presence of a partition-sheet or capsularis containing muscle, 
thus proving the deep intra-muscular site of the ovum, has been 
noted by many observers. 

Andrews? showed sections from a pregnant tube in which the ovum 
projected into the tube lumen, but was separated from it by a very 
definite partition-sheet which contained muscle fibres. 

Berkeley and Bonney‘ found the gestation sac separated from the 
lumen by the circular coat of muscle. They lay a good deal of stress 
on the way in which the longitudinal coat of muscle is split off from 
the circular coat. Serial sections from pregnant tubes of 19 and 24 
days showed that early tubal gestation is entirely intra-mural. ‘* The 
depth at which the gestation sac lies from the lumen of the tube, to- 
gether with the fibrinous track indicating apparently the track of the 
ovum strongly suggest that burrowing has taken place.” 

Bosse® found that an ovum embedded in a diverticulum was en- 
tirely surrounded by muscle; there was no communication between 
the gestation sac and the diverticulum or the main lumen. 

Duncan!° describes a case in which “the tubal lumen appears 
intact and separated from the gestation sac by a well-marked muscular 
layer (capsularis) of considerable thickness.” 

von Franqué and Garkisch !° speak of “the muscle which separates 
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the bed of the ovum from the lumen of the tube.” Some feetal cells 
lie between the muscle bundles in situations which they could have 
reached only by their own activity; they could not have been carried 
there by the blood-stream. 

Kermauner?’ found in all his 41 cases that there were not too 
much damaged traces of the capsularis, and in some saw not only 
muscle-fibres. but even muscle-bundles in the base of this partition- 
sheet. 

Cuthbert Lockyer! demonstrated a case in which the capsularis 
contained hyaline muscle fibres. 

Voight 4” says “the capsularis contains muscle.” 

Werth * says that in the ampulla the ovum bulges into the lumen, 
covered by its capsularis which contains muscle. In the isthmus 


the ovum surrounds the lumen and the internal layers of the tube 
soon disappear. 


Most observers agree that the capsularis is not often found intact 
except in early and undamaged specimens. When a “free pole” is 
found it is to be explained by the fact that the capsularis has been 
destroyed. 

The deep site of the gestation sac is in some cases partly due. to 
embedding of the ovum in a diverticulum. Fellner considers that 
this explains the deep intra-muscular site more easily than the theory 
of the pseudo-malignant action of the trophoblast, which he refuses 
to accept. Most observers who have described diverticular em- 
bedding, however, accept the burrowing theory. 


Bosse > found that an ovum had been embedded in a diverticulum. 


The mucous membrane covering the capsularis showed decidual re- 
action except at one minute spot where there was granulation tissue. 
He considers that this was undoubtedly the spot where the ovum had 
broken through into the mucous membrane. “There is not the least 
doubt that there is here an active invasion of the muscle by Langhans’ 
cells, and that the muscle is infiltrated and destroyed by these cells.” 

Fellner™ considers that embedding in a diverticulum is not the 
exception but the rule in tubal pregnancy. He is not certain whether 
the ovum bores its way into the wall of the diverticulum or not. 

Fiith,'4 Kroemer?? and Wertheim‘? report cases in which the 
ovum was embedded in a secondary lumen. 

Micholitsch 4 describes 10 cases in which the ovum was embedded 
in a diverticulum (Kermauner challenges every one of these 10 cases). 
Micholitsch found in all the cases that he examined, over 30, diverti- 
cula of some sort, and it was almost always possible to prove that the 
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ovum was embedded in one of these. He agrees with Fiith that the 
ovum becomes intra-muscular by virtue of its own activity. 

von Franqué and Garkisch!* agree that embedding in a diver- 
ticulum may occur, but hold that “cases more than a few weeks old, 
and apart from serial sections, are practically useless for purposes of 
demonstrating diverticular embedding.” 

Kermauner,”’ in 1904, did not believe that embedding in a diverti- 
culum had been proved in any case. He thinks that columnar em- 
bedding, 7.¢c., embedding in a fold of mucous membrane, does not 
occur, but that the ordinary method of embedding is intercolumnar, 
between two folds. 

Jleinsius?! thinks that if an ovum is embedded in a fold the 
pregnancy soon comes to an end, 

With the exception of Veit and Kroemer, and also Fellner to a 
certain extent, all observers are agreed that the maternal tissue is 
destroyed by the trophoblast. As proof of this destructive action 
may be cited the fact that in three cases (Fiith,!5 Heinsius,?! von 
Franqué and Garkisch!%) the trophoblast had grown through the 
capsularis and attacked the tube wall on the other side of the lumen. 

The appearances in the maternal tissues forming the wall of the 
gestation sac may be summed up briefly from von Franqué and 


Garkisch °; “Swelling, fibrinous degeneration and finally breaking- 
down of the muscular fibres which are in direct contact with 
Langhans’ cells.” 


(iii.) The relation of the foetal ectodermal cells, trophoblast, to the 
maternal vessels. 

The way in which communication is established between fetal 
tissues and maternal blood has received much attention. 

Veit 4° refuses to admit that the trophoblast exercises a destructive 
action on the walls of vessels. He says that the villi and tropho- 
blast are not found in arteries, but only in veins into which they are 
carried by the force of the blood-stream, 7.c., by “deportation.” The 
veins are so blocked up by villi that bleeding from congestion ensues. 

Kroemer?® says that the opening of arteries and veins into the 
intervillous space is brought about by the force of the circulation 
acting on tissues which have been altered by a peculiar softening due 
to pregnancy. 

Several observers have noticed “deportation,” but look on it as a 
secondary result of the destruction of vessel-walls by trophoblast. 

Heinsius?! finds that deportation of villi undoubtedly occurs in 
both tubal and uterine pregnancy, but at a later stage than the 
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destruction of maternal tissue by trophoblast. The finding of either 
process cannot be held to disprove the occurrence of the other. In 
every tubal pregnancy at least, if not in every intra-uterine pregnancy, 
many fetal cells are carried into the blood-stream. Carrying away 
of foetal cells cannot, therefore, be the cause of eclampsia as sug- 
gested by Veit. “Invasion of the vessel walls by Langhans’ cells 
has been proved with absolute certainty.” ?° 

Berkeley and Bonney‘ say, “Our sections show very clearly the 
appearances figured in Russell Andrews’ paper, viz., trophoblast cells 
replacing the tissues forming the walls of the maternal vessels. No- 
where does the fetal tissue grow along the lumen of the vessels in 
the manner described by some workers on placenta formation. It 
either directly invades the wall from without, so that the mass of 
trophoblast replacing the vessel wall is directly continuous with a 
similar mass lying outside the vessel, or vessels may be seen whose 
walls have been in part replaced by a cell mass not in continuity 
with any other part of the trophoblast. It is probable that in these 
cases the trophic ectoderm has found its way along the perivascular 
lymphatics.” 

Bosse® says that villi are carried into veins by the force of the 
blood-stream, but their entrance into arteries cannot be explained in 
this way. 

Hitschmann,* who has made a special study of deportation of 
villi, finds that the trophoblast actively opens up maternal vessels by 
destruction of part of their walls. Deportation undoubtedly occurs, 
villi entering opened veins simply by a process of advance in the 
direction of least resistance. Most “deported” villi are really still 
in direct connection with the chorion; there is no solution of 
continuity. 

Fellner!? is convinced that what many writers have described as 
deportation of Langhans’ cells into veins is really decidual formation 
in arteries. Villi and trophoblast are found in arteries at some 
distance from the ovum. Langhans’ cells break through the layer 
of decidual cells in the arterial walls. The lumen is more or less 
filled up by the decidual formation, autothrombosis, and the force 
of the blood stream cannot have so much to do with opening of the 
vessel as has the destructive action of the fetal cells. 

Raschkes ** describes the two processes, viz., destruction by tropho- 
blast, and entrance of villi into vessels: “Instead of syncytium at 
the place where the villus is anchored, we find Langhans’ cells 
arranged in several layers. From these columns of Langhans’ cells 
groups or single cells can be seen invading the wall of the gestation 
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sac. . . . They are found in great numbers round blood-vessels; they 
force their way under the endothelium and destroy it. The villi 
themselves progress only on account of this destruction by the 
Langhans’ cells.” 

Schambacher’s *? description of decidual cells in the vessel walls 
has been quoted above. In many places he saw Langhans’ cells 
breaking through into the decidual layer. The endothelium was 
usually undisturbed until the Langhans’ cells had broken through 
the decidual cells. In some of the smaller vessels the wall was 
simply destroyed by the Langhans’ cells without undergoing any 
previous change. After the foetal cells had entered a vessel they 
underwent proliferation and reached to a considerable distance from 
their place of entry. 

Werth ** finds that vessel walls are destroyed by trophoblast. 
Deportation is not responsible for the communication between fetal 
elements and maternal blood. 

Kermauner”’ and von Franqué and Garkisch }° find a preparatory 


change in the wall of the maternal vessels followed by infiltration by 
fetal cells. 


The bulk of this evidence is in favour of the view that the fetal 
cells act in a malignant or pseudo-malignant manner towards the 
maternal tissues, in somewhat if not exactly the same way as do the 


cells of a chorio-epithelioma. The difference seems to be one of 
degree only, not of kind. 


II. Tue Causes or TuBAL ABORTION AND RUPTURE. 


There is not much that is new to be said about the causes of 
abortion and rupture. 

Most observers are agreed that “abortion” is really an inter- 
nal rupture, as first insisted on by Krinig. 

Werth ‘8 speaks of rupture of the “internal capsule” and of the 
“external capsule.” 

Berkeley and Bonney‘ employ the useful expression “rupture of 
the primary gestation sac,” and describe three varieties: (1) extra- 
tubal, (2) intra-tubal (tubal abortion), and (3) intra-mural rupture. 
Intra-mural rupture had not been described previously, but Vassmer 4 
has since described a somewhat similar condition. The authors 
compare it with the condition that results when a saccular aneurysm 
becomes diffuse. The gestation sac ruptures into the substance of 
the tube wall. Rupture of the blood sac thus formed may occur 
into the peritoneal cavity, broad ligament or lumen of the tube. 
They suggest that the paratubal hematocele described by Sampson 
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Handley !® may have originated in an intra-mural rupture. Para- 
tubal hematocele has been described by Hamilton Bell? also. 

The three factors involved in causing abortion or rupture, apart 
from such extraneous causes as bimanual examination, ete., are— 

(i.) The destructive action of the trophoblast. 
(ii.) Bleeding. 
(iii.) Contraction of the muscular wall of the tube. 

(i.) The trophoblast may burrow until it perforates either the peri- 
toneal coat of the tube or the capsularis. If the intervillous space 
is opened up the pregnancy probably comes to an end. . 

von Franqué and Garkisch consider that there is not the least 
doubt that rupture is due to destructive action of the trophoblast. 

Schambacher says that the amount of villus formation varies— 
if it is well developed, rupture results; if it is less marked, abortion. 

(ii.) Bleeding into the intervillous space may cause either the 
formation of a mole or internal or external rupture of the tube. 

According to most writers, bleeding into the sac is due to a des- 
truction of the vessel-walls by the growth of the ovum, i.e., by 
trophoblast. According to Veit,4® however, bleeding is due to con- 
gestion caused by blocking of veins by deported villi. 

In one of Vassmer’s*> cases rupture was due to villi and blood 
breaking through into an epithelial-lined tubule in the tube wall. 

Whitridge Williams® says: “the underlying causes of rupture 
are perforation of the tube wall by the growing villi, or acute over- 
distention as a result of hemorrhage into a tube whose fimbriated 
end is occluded. . . . In abortion, the connection between the ovum 
and the tube wall is loosened, the former being completely or partially 
separated from its site of implantation as the result of hemorrhage 
due to the sudden opening up of maternal vessels by the growing 
trophoblast and chorionic villi.” 

(iii.) Contraction of the tube. Mainzer*? and Kermauner?’ both 
recorded cases in which intussusception of the tube occurred, showing 
that there must have been active contraction. 

Dobbert ® looks on muscular contraction as being an important 
factor in the causation of abortion and rupture. 

Runge*! considers that the amount of reaction in the muscle of the 
tube wall, not simply hypertrophy but also hyperplasia, must help to 
determine whether the rupture shall be internal or external. If well 
marked hyperplasia is present there will be internal rupture, if the 
reaction is less well-developed external rupture will occur. 

Heinsius?! is doubtful as to the importance of muscular contrac- 
tion in the causation of abortion and rupture. He considers that the 
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severity of the bleeding is due to the fact that the damaged muscle 
cannot contract. 

Two clinical cases of interest may be mentioned. 

Galabin !° records a case in which a mass on the right side of the 
uterus was suddenly felt to collapse during bimanual examination 
under an anesthetic. Two days later a mass was felt in Douglas’s 
pouch. Abdominal section was performed several days later and a 
carneous mole, two and a half inches in diameter, was removed. 
There was no free blood in the peritoneal cavity. 

Amos! reports a case in which a full term foetus was found to be 
still inside the tube. The placenta had perforated the tube wall, 
making a hole rather less than the size of a 3-mark piece. 


INTRA-LIGAMENTARY RUPTURE OF THE TUBE. 


My search through the literature brings out one interesting point 
which, though it is rather outside the scope of this paper, seems 
worth inserting, viz., that intra-ligamentary rupture is a rarer 
occurrence than is generally supposed. Among the very large 
number of cases on which were based the papers that I have consulted 
there were only two of intra-ligamentary rupture, one reported by 
Noble *5 among his 91 cases, and the other by Whitridge Williams °° 
among his 50 cases. The latter author finds that it was noted in only 
4 out of 276 cases collected from the articles of Mandl and Schmidt, 
Kiistner and Fehling. This is the more remarkable since most early 
ruptures, or “external ruptures of the gestation sac” take place at 
the placental site, and this commonly involves the attached or meso- 
salpingeal part of the tube. The tendency of the ovum to travel 
towards the best blood-supply, viz. the place where the vessels enter, 
has been noted by several observers, e.g., by Berkeley and Bonney, 
who say: “It is probable that the ovum travels towards that part of 
the tube where the nutrition (vascular supply) is most copious, and 
that in the majority of cases it is primarily implanted in the attached 
half of the tube wall.” 

Alban Doran® says that “hematoma” (due to intra-ligamentary 
rupture of a pregnant tube) is probably not so rare a result of inter- 
rupted extra-uterine pregnancy as is generally taught. 

Cullingworth? considered it “rare” and Taylor‘ “rather rare.” 
I have not been able to find any suggested explanation of the compara- 
tive rarity of the occurrence of intra-ligamentary rupture, and I do 
not think that the fact that an explanation on anatomical grounds is 
difficult to find has received attention before. 

One might theorize on the subject, suggesting that the loose 
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connective-tissue of the mesosalpinx could undergo decidual reaction 
and so resist a threatened rupture, but if the intervillous space were 
opened into the mesosalpinx a great amount of decidual formation 
would be necessary to prevent escape of blood into the tissues, and we 
have no evidence that such decidual reaction occurs in the connective 
tissue of the broad ligament. 


Ill. Tue or Tupat PREGNANCY. 
(a) Diverticula. 


The presence of diverticula, secondary lumina, and small epi- 
thelium-lined ‘prolongations and branchings from the lumen is 
looked on by many observers as the cause of tubal pregnancy. 


A case recorded by von Franqué and Garkisch ! is of considerable 
interest. The tube lumen consisted of two overlapping parts, one 
leading from the ostium abdominale and blind at its uterine end, 
the other leading from the uterus and blind at its external end. A 
minute communication existed between the two overlapping portions. 
Each lumen, except at this spot, was surrounded by its own muscle. 
The ovum had become implanted in the portion of the lumen the 
uterine end of which was blind, on the uterine side of the com- 
munication between the two portions. The tube showed marked 
inflammatory changes. External to the ovum, in a part of the tube 
through which it had passed, was a labyrinth of folds of such number 
that a section of the tube resembled a sieve. The authors consider 
that their case proves that a high degree of adhesions between folds 


does not necessarily prevent the further progress of the ovum as 
Opitz suggested. 


If pregnancy had progressed further in this case the two parts of 
the lumen would have been thrown into one by the growth of the 
ovum, and the proof of the peculiar structure of the tube would 
have been lost. The authors look on diverticula as one of the least 
certainly proved causes of tubal pregnancy. Cases in which the 
pregnancy is of more than a few weeks’ duration, or not investigated 
by the aid of serial sections are practically useless for purposes of 
demonstrating embedding in a diverticulum. 

Micholitsch ** recorded 10 cases of embedding of the ovum in 
secondary processes of the lumen, and found invaginations of mucous 
membrane, either congenital or acquired, in every one of 30 cases 
that he examined. In almost all it was possible to prove that the 
embedding had taken place in one of these secondary processes. 


Kermauner?’ refuses to accept any of these cases as proved, and 


4 
5 
i 
q 
is 
= 
ay 
4 
de 
5 


Russell Andrews: Tubal Pregnancy 471 


does not consider that embedding in a diverticulum has ever been 
conclusively demonstrated. 

Fellner!! considers that diverticular embedding is very common. 
If other observers disagree with him, he thinks that they cannot have 
cut serial sections. He holds that the ciliary stream acts towards 
the blind end, and that muscular contraction would tend to prevent 
the escape of an ovum from a diverticulum rather than to further it. 
The absence of these diverticula in the tubes of animals explains the 
non-success of experimental attempts at producing tubal pregnancy 
in rabbits, bitches, ete. 

Fiith 4 considers that diverticula are an important cause of tubal 
pregnancy. 

As regards the origin of these diverticula—they may be con- 
genital, due to Wolffian relics, or acquired as the result of inflamma- 
tion (vide Hoehne below), such as salpingitis isthmica nodosa, or 
adenomatous proliferation, or may be due to the presence of adeno- 
myoma of the uterine end of the tube (7’wbhenwinkel). 

Whitridge Williams,®° speaking of diverticular embedding says: 
“T believed for a number of years that a considerable number of my 
cases had originated in this way,” but “after further examination of 
my specimens, while not wishing to deny such a possibility, I am of 
the opinion that these conditions can be more satisfactorily explained 
by supposing that the fertilised ovum had burrowed beneath the 
mucosa of the tube.” 


Berkeley and Bonney‘ failed to find any evidence of diverticula. 
Werth ¢ thinks that some of the small diverticula, inter-muscular 


branchings and invaginations described by many observers are the 
result of proliferation during pregnancy. 


Heinsius?® says that it has been proved that in tubal pregnancy 
the ovum may be embedded in a diverticulum, but it is by no means 
proved that it must be so embedded. 

(b) Salpingitis. 

Kermauner?’ thinks that there is undoubtedly some connection 
between salpingitis and tubal pregnancy, but cannot say what it is. 
Some of the appearances ascribed to inflammatory changes are the 
result rather than the cause of tubal pregnancy, e.g., edema and 
small-celled infiltration as found by Mandl in cases of intra-uterine 
pregnancy. The adhesions between folds of mucous membranes, to 
which attention was drawn by Opitz, Kermauner looks on as being 
possibly the result of a proliferation during pregnancy, and not the 
cause of the arrest of the ovum. 
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Noble,?5 Runge #° and Werth #8 look on salpingitis as an important 
cause of tubal pregnancy. 

Hoehne? examined a tube in which an abscess in the wall com- 
municated with the lumen. The mucous membrane was prolapsing 
into the abscess cavity the wall of which was partially clothed by 
epithelium derived from the lumen. He considers that this method 
of formation of intramuscular offshoots from the lumen is the 
commonest. Among 136 tubes which he examined, there was not 
one with epithelial diverticula which did not show evidence of old 
inflammation. 

Gottschalk!” is convinced that salpingitis is a cause of tubal preg- 
nancy, although he has not found the adhesions between folds 
described by Opitz. He considers that the difference between in- 
flammatory changes and changes due to pregnancy can be made out 
with certainty. 

von Franqué and Garkisch!° consider that endosalpingitis may 
occur in virgins without any symptoms and leave behind it changes 
which, although they cannot be recognised by palpation or by naked- 
eye examination, may lead to the occurrence of tubal pregnancy in 
later years. 

It would be very difficult to prove that this statement is correct. 
It appears to be of the same class as the statement that endometrium 
is never normal. 

Berkeley and Bonney‘ found no evidence of salpingitis in their 
cases. 

Orthmann * and Reifferscheid®® both record cases in which there 
was absolutely no sign of inflammation. 

Schambacher * does not consider that inflammation plays an im- 
portant role in the etiology of tubal pregnancy. 

Vassmer * finds that ova often manage to pass along the lumen of 
tubes in spite of very marked abnormalities in the mucous membrane. 

von Franqué and Garkisch }° found an ovum on the uterine side of 
a labyrinth of folds. 


Hitschmann and Lindenthal*> suggest that the ovum can only im- 
plant itself at a certain stage in its development, and that the cause 
of tubal implantation is that the passage of the ovum has been delayed 
in some way so that it is still in the tube when this stage is reached. 
This is very much like Sippel’s modification, in 1901, of his original 
theory. lis original theory was that the ovum was too large to pass 
through the tube, having been delayed in some way, e.g., by “ex- 
ternal wandering.” His later theory was that the delay had given 
it time to acquire the power of boring its way through epithelium. 
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Vassmer,* also, is of opinion that purely mechanical hindrance to 
the passage of the ovum is one of the most common causes of tubal 
pregnancy. During its slow progress it reaches the stage when it 
can embed itself. 

The theories of Hitschmann and Lindenthal and Vassmer fit in 
with every cause of delay in the passage of the ovum from the ovary 
to the uterus, but do not help us to a better understanding of the 
actual causes of tubal pregnancy. 

Heinsius?! does not expect that any single cause will ever be 
proved to be applicable to all cases, but looks on tubal pregnancy as 
being due to a concatenation of causes. He finds!® that diverticula 
are present in many normal tubes, yet uterine pregnancy occurs. 


Vassmer*> adds another to the list of cases in which a mucous 
polypus in the tube has formed a mechanical hindrance to the onward 
passage of the ovum. 


It has been proved that in a few cases the ovum has been caught 
in a diverticulum or prevented from passing along the tube by the 
presence of a mucous polypus. Beyond this our knowledge as regards 
the etiology of tubal pregnancy must be admitted to be most un- 
satisfactory. It is, unfortunately, likely to remain so, as undamaged 
and early specimens of tubal pregnancy are seldom obtained for 
examination, and there are not many trained observers who can spare 
the time to cut serial sections of large numbers of healthy tubes, 
inflamed tubes, pregnant tubes, and tubes from cases of intra-uterine 
pregnancy, and compare the microscopical appearances. Until this 
has been done we shall be in doubt as to whether certain appearances 
should be looked on as being (i.) congenital, (ii.) due to inflammatory 
changes, or (iil.) due to changes produced by pregnancy. It is evident 
that there is nearly if not quite as much difference of opinion as to 
what should be considered a departure from the normal in the struc- 
ture of the tubal mucous membrane as there is about the endo- 
metrium. Some German microscopists seek to explain as much by 
“endosalpingitis” as by “endometritis,” and stronger evidence than 
a mere statement is required to prove that intra-muscular branchings 
of the tubal mucous membrane in an apparently healthy young 
woman are due to a symptomless endosalpingitis which occurred in 
childhood. Other skilled observers consider that similar changes are 
the effect and not the cause of tubal pregnancy. Sections of an ovum 
caught in the act of implanting itself on the tubal mucous membrane 
would be necessary to prove the theories of Sippel, Hitschmann and 
Lindenthal, and Vassmer. 
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REVIEW OF CURRENT LITERATURE, 


ECTOPIC GESTATION. 


Abdominal Pregnancy persisting beyond the normal period of 
Gestation with report of cases. 


Reep (Cartes A. L.). 


Amer. Jour. of Obstet., February, 1906, p. 205. 


Tue author records three cases which have occurred in his own 
practice, and has collected seven others which have been published 
in various medical periodicals. 

Case 1. The patient, 30 years of age, had been married eight 
years, but had had no previous pregnancy. For the last two years 
her periods had been irregular; there had sometimes been intervals 
of three or four months’ amenorrhea. The last menstrual period 
ceased in January, 1899. In May, 1899, when carrying a bucket of 
water upstairs, the patient was seized with abdominal pains, so 
severe that she was obliged to retire to bed, and remained there 
for three weeks; her illness was diagnosed as pelvic peritonitis. At 
the time she got up the pain had ceased, but she noticed a swelling 
in the lower part of the abdomen. In November, 1899, she attended 
Cincinatti Hospital to ascertain whether she was pregnant. The 
foetal heart was heard, and a diagnosis of normal pregnancy was 
made. In February, 1900, she returned to the hospital because of 
several slight uterine hemorrhages, and because her abdomen was 
getting smaller. A tumour was then discovered lying a little to the 
right of the middle line, rising out of the pelvis and reaching to a 
point midway between the umbilicus and ensiform cartilage. The 
foetal heart could no longer be heard. A diagnosis of ectopic 
gestation was made, and an abdominal operation performed. A 
gestation sac was discovered, and from this the body of a child, 
weighing 83 lbs., was removed. “The placenta, which was implanted 
on the visceral side of the sac, was brown, destitute of any appearance 
of blood-vessels and looked like a deposit of desiccated and subse- 
quently macerated bundles of connective-tissue. An attempt was 
made to separate this structure from the sac, but was only partially 
successful, as hemorrhagic areas were soon encountered, after whica 
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the remnant of placenta was left in situ.” The incision was only 
partially closed, and the gestation sac was drained. The patient 
made a good recovery. 

No exact description of the anatomical relations of the sac is 
given. The author states distinctly that the peritoneal cavity was 
not opened, and the case is headed “ extra-peritoneal development of 
gestation.” 

Case 11. The patient was 30 years of age. She had previously 
borne four children; all the labours had been normal. In November, 
1902, she became pregnant. Fetal movements were felt during 
March and April, 1903. The abdomen increased in size until May, 
and from this time, until her admission into hospital in June, again 
grew smaller. During the week preceding her admission she suffered 
from chills followed by fever and copious sweats at irregular intervals. 
The temperature varied between 99° and 104°. On examination a 
tumour was discovered “ extending from near the ensiform cartilage 
to the pubes and eliciting resonance above; fluctuation near the 
umbilicus with dulness lower down.” 

At the operation the gestation sac was found to be retro-peritoneal. 
The uterus and both Fallopian tubes lay in front, and to the left 
of the tumour. The sac was opened, and a quantity of yellow 
offensive fluid escaped. The macerated body of a child was removed. 
“The site of the placental attachment was extensive, occupying the 
posterior abdomino-pelvic wall to a point nearly two inches above 
the lumbo-sacral articulation, and occupying the posterior part of the 
sac wall proper. The attachment to the wall of the sac could be 
separated easily and without hemorrhage, but an attempt to pull 
it off the abdomino-pelvic wall was followed by free bleeding. The 
sac, placenta and all, was therefore drawn through the abdominal 
incision, and so much of it as was free was excised on a level with 
the integument. The edges of the remnant of the sac were then 
stitched to the edges of the skin to the extent of about four inches 
on both sides of the lower end of the incision, which was thereupon 
closed from this point to its lower angle, thus completely isolating 
the foetal from the peritoneal cavity. An opening was now made 
into the vault of the vagina, and through and through drainage 
established by the use of gauze.” At the end of five weeks the patient 
was discharged well. 

Case 11. The patient, aged 35, had been married 16 years, but did 
not become pregnant until January, 1900. One month after conception 
she suffered from an attack of pain in the left side, followed by 
swelling of the left leg. These symptoms gradually subsided. Fetal 
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movements were felt in June, and continued until September. In 
October some vaginal hemorrhage occurred, accompanied by regular 
labour pains, which lasted for three days and then ceased. From this 
time the abdomen became smaller. Menstruation was re-established 
in December, 1901, and was regular until March, 1903. From June 
to October, 1904, the patient suffered from symptoms of septic 
absorption and from abdominal pain. On account of these symptoms 
she submitted to operation, and an extra-peritoneal gestation sac 
was discovered. “The sac was opened three inches to the left of 
the middle line, and the fetal remnants were removed. They 
consisted of the skull bones, the ribs, the vertebre and the long 
bones, all skin, flesh and epiphyses having disappeared. There was 
not a remnant of the placenta left.” The peritoneal cavity was not 
opened. The sac was packed with gauze, and the patient sent back 
to bed. Two days later the septum between the cavity and the 


sigmoid gave way, a fecal fistula resulting. The patient ultimately 
made a good recovery. 


The author gives abstracts of the reports of five other cases, 
namely, those of :— 
Murphy. Annals of Surgery. Vol. xxxix., p. 465. 
Fenwick (Hurry). British Med. Journ., December, 1904. 
Smith (Rudolph) and Williamson (Herbert). Journ. of Obstet. and 

Gynecol. of British Empire, January, 1903. 

Galeazzi. Gior. dell. R. Accad. di Med. Torino, January, 1903. 
Amann. L’Obstétrique, July, 1903. 


From the study of these cases the author draws the following 
conclusions : — 


1. That the frequency of extra-peritoneal development of the 
foetus is perhaps greater than is commonly recognized. 

2. That the development of lithopeedion takes place more frequently 
in intra- than in extra-peritoneal pregnancies. 

3. That in the absence of septic infection, it is wise to defer 


the operation for two or three months in order that the vascularity 
of the placenta may be diminished. 


4. That a much more prolonged delay is hazardous because “ the 
absorption of the products of dissolution causes a low grade of sepsis 
associated with hectic and a consequent loss of flesh and strength.” 


HERBERT WILLIAMSON. 
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Full-Term Tubal Pregnancy. 


Amos. Zeits. fiir Geburts. und Gynakol. Bd. liv., Ht. i., p. 169. 


A woman of 35, who had had one child eleven years before, expected to 
be confined again in February, 1905, but although labour-pains came 
on at the proper time nothing further happened. She waited two 
months, thinking that she had made a mistake in her reckoning, and 
then went to Olshausen’s clinic. Extra-uterine pregnancy was 
diagnosed, and laparotomy performed, a smooth-walled tumour, look- 
ing like a large uterine fibroid, being removed. On section this 
proved to be a thin-walled sac containing a full-time fetus. The 
placenta, which was very thin and covered a large. part of the inner 
wall of the sac, had perforated the wall in one place and become 
adherent to the extra-peritoneal tissue over an area scarcely as large 
as a three-mark piece. Microscopical sections of a complete strip of 
the sac wall demonstrated the fact that the ovum was entirely inside 
the tube. Muscle-fibres, too well developed to be derived from the 
broad ligament, could be seen all round the ovum. 


Henry Russert ANDREWS. 


Two Cases of Advanced Extra-uterine Gestation. 


Haaen. Monatsschr. fiir Geburts. und Gynikol. Bd. xxii., Heft 6. 


Tue first patient, 37 years old, had had a normal parturition 
16 years and an abortion six years previously. She had had 
amenorrhea for two months, and was suffering from pains in the 
abdomen. Whilst in hospital a tumour was discovered in the pelvis 
which could not absolutely be diagnosed as an ectopic gestation, 
though some of the symptoms pointed to it. As it did not progress, 
it was treated as an inflammatory condition, and the patient went out 
at her own wish. She was re-admitted three months later, and then 
there was no doubt about the pregnancy, although the uterus could 
not be distinguished by itself. So much pain and vomiting were 
present that peritoneal inflammation was diagnosed, and laparotomy 
decided upon. ‘The sac ruptured on opening the abdomen, and 
serious hemorrhage from below commenced at once. The foetus was 
removed, and the placenta at once peeled off. Severe hemorrhage 
occurred, but was stopped by tight gauze packing. The sac was 
attached to the abdominal wound and drained. The hemorrhage 
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which occurred proved fatal to the mother, who only survived the 
operation five hours. The fetus of six months’ growth lived two 
days. 

The second patient, 29 years old—no previous pregnancies—was 
admitted to hospital in June with the history that the last menstrual 
period had occurred in the previous September. In the October 
following she had pain and vomiting, and was confined to bed one 
month, the condition being diagnosed as pelvic peritonitis. Later, 
fetal movements were detected, but one month before admission 
these had ceased. On examination, the abdomen appeared to be about 
equal in size to an eight months’ pregnancy. Owing to the fact that 
foetal movements had ceased, and the curious sensation of crepitation 
about the foetal head, it was diagnosed that the foetus was dead, and 
an immediate operation was decided upon. The thin-walled tumour 
was drawn out through an abdominal incision, and its attachments 
were clamped and cut. It was then found that the central part of the 
right ureter was cut through in one of the attachments, and so much 
had been removed that the ends could not be approximated. The 
right kidney was therefore at once removed through the abdomen, 
and the rest of the sac and uterus was removed. A complete 
recovery occurred, no bad symptoms being noted as a result of the 
removal of the kidney. The foetus was macerated, and it was agreed 
that it had reached full-term and had perished on that account. 


The first case demonstrates the danger which is always present 
in undertaking an operation for an extra-uterine living feetus at 
the mid-term of pregnancy. In only a very small proportion of the 
cases is it found possible to ligature all the attachments of 
the foetal sac; so that when the placental circulation cannot be 
controlled the danger of hemorrhage must be faced if any part of 
the placenta becomes separated. In this case it was on account of the 
straining of the patient that the sac ruptured and part of the placenta 
became separated. In general, the safest course to pursue is to leave 
the placenta alone, as long as there is no bleeding, and then 
after cutting away some of the sac to pack and drain the rest through 
the abdominal wound, leaving the placenta either to come away 
piecemeal or to remain behind and become absorbed. When such an 
untoward accident as the above happens there is no choice but to 
remove the placenta and to control the bleeding by compression or 
any other means that presents itself. The second was a much happier 
case, but for the accident of the ureter being included in the lower 
attachments. 


Tuos. G. STEVENS. 
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Diagnosis of Extra-uterine Gestation by Réntgen Rays. 
LicutTenstEIn (F.). Minch. med. Wochenschr., March 13th, 1906. 


Tue value of the Réntgen rays in the diagnosis of extra-uterine 
gestation is insisted upon. A case of intra-abdominal tumour is 
reported in full, in which the diagnosis of extra-uterine gestation 
was verified prior to operation. Sjogren, of Stockholm, has also 
utilised the Réntgen rays in a case in which the diagnosis clinically 
could be narrowed down to extra-uterine gestation, pregnancy in a 
double uterus or pregnancy complicated by a movable myoma. A 
skiagram readily revealed the extra-uterine gestation. 

The writer considers that an X-ray examination should always be 
made in cases of abdominal tumour in women where the possibility 
of advanced extra-uterine gestation cannot be excluded with absolute 
certainty from the clinical examination alone. In advanced extra- 
uterine gestation the foetal parts and the lie of the child are observed 
on X-ray examination much more plainly than in uterine gestation on 
account of the thinness of the foetal sac, the smaller amount of 
amniotic fluid and the non-interference of the uterine walls and 
placenta with the rays. 

Frank E. Taytor. 


Contribution to the Study of Extra-uterine Pregnancy: 
Primary Abdominal Variety. 


Lurer (Guip1). La Clinica Ostetrica, April 15th, 1906. 


Tue patient was aged 31, married, with no family. There was no 
history of any previous illness. Ten or twelve days before she was 
admitted to the hospital of S. Giovanni she had an attack of severe 
pain in the right side of the lower abdomen, lasting 24 hours. After 
a day’s interval she had another attack of pain, and later a very 
severe attack accompanied by vomiting and distension of the 
abdomen. Her menstrual periods were usually scanty and painful. 
The last one, a little over two weeks before the onset of the pain, 
had been abundant and had lasted ten days. 

On admission to hospital, appendicitis was diagnosed, and treated 
with ice and opium. On the third day of this treatment there was 
a fresh attack of abdominal pain with vomiting. Slight vaginal 
bleeding began, which the patient thought was due to the onset of a 
period a week too early. 

A vaginal examination was made, but was unsatisfactory on 


4 
q 
i i 
2 


482 Journal of Obstetrics and Gynecology 


account of meteorism and tenderness. There was bulging in 
Douglas’s pouch, and a doughy feeling. The diagnosis now lay 
between appendicitis and ectopic pregnancy. An incision in the 
appendix region allowed a good deal of blood to escape, and a 
swelling, equal in size toa hen’s egg, was felt in the region of the right 
ovary. A median incision was then made and a large quantity of 
fluid and clotted blood was evacuated. Both tubes appeared to be 
normal. The right ovary was equal in size to a hen’s egg, the left was 
normal, and the left broad ligament contained a parovarian cyst as 
large as a large lemon. On the serous surface of the right tube at 
the junction of the middle and outer thirds was a small rough 
hemorrhagic surface which had been adherent to omentum. The 
part of the omentum that had been adherent to the right tube was 
folded up so to form a sort of niche in which were “ products of 
conception,” protected as if by a cap. This part of the omentum 
was removed together with its contents which formed a mass about 
equal in size to a walnut. Both ovaries and both tubes were also 
removed. (There is no note as to why the left ovary and tube were 
removed.) The pregnancy was found to be of about four weeks’ 
development. There is no further note as to the ovum or as to the 
omental gestation sac. 

The perfect macroscopic integrity of both tubes and of the left 
ovary and the cystic state of the right ovary excluded the possibility 
of tubal or ovarian pregnancy. The ovum had not come from a 
rupture of the uterus. The ovarian fimbrize were carefully examined 
and found to be normal. Sections of the right tube showed changes 
only just under the peritoneal coat, where the tube had been adherent 
to the omentum. The subserous tissue was cedematous and infiltrated 
with blood and with small round cells, and contained many giant- 
cells (syncytium). 

Henry RvsseLL ANDREWS. 


Ovarian Pregnancy. 


Frevunp and Tuomé. Virchow’s Archiv fiir Pathologische Anatomie 
und Physiologie. Bd. elxxxiii., Heft 1. 


Unpovusrep cases of ovarian pregnancy are of rare occurrence, but 
the authors record such a case along with a careful description of the 
specimen and the minute histological changes present. A young, 
healthy woman presented all the objective and subjective signs of a 
first pregnancy. The presence of a tumour in the pouch of Douglas 
equal in size to a man’s fist, having the characteristics of an ovarian 
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cyst, led, on account of the pregnancy symptoms, to a diagnosis of 
extra-uterine pregnancy. Laparotomy revealed a swelling attached 
to the true ligament of the ovary, probably consisting of the 
enlarged ovary containing the fetal sac. 

Microscopic examination proved it to be beyond doubt a primary 
ovarian pregnancy. The ovum was completely surrounded by ovarian 
tissue, containing stroma and small and large follicles. The 
Fallopian tube throughout was distinct from the cyst, being marked 
off by a distinct tubo-ovarian ligament. The embryo had been dead 
for some time, while the foetal membranes were living at the time of 
operation, having continued to grow after the death of the fetus. 
Decidual cells were not present, an observation confirming those of 
previously recorded cases. The absence of decidual cells has also 
been described in tubal ectopic gestation. The authors record 
a case in which decidual cells were present in the wall of a 
small ovarian cystoma, and therefore consider that the presence 
or absence of decidual cells is of no value alone for or against 
the diagnosis of ectopic pregnancy. No placenta was present, 
as far as the maternal portion was concerned, although evidences of 
the formation of a foetal portion were to be noted. 

As to the origin of the ovarian pregnancy, the authors believe that 
after rupture of the follicle the ovum did not pass into the abdominal 
cavity, but remained lying in the follicle, and was there fertilized, 
as it remained attached to the discus proligerus. It is thus a 
primary follicular pregnancy. The follicle probably lay deep, as 
the whole sac was surrounded by normal ovarian stroma, which 
excluded the possibility of secondary ovarian pregnancy. No corpus 
luteum was present, showing that there had been no transmigration 
of the ovum from one follicle to another, nor was there any evidence 
of the presence of lutein cells. A layer of tissue consisting of blood 
and fibrin and broken-down ovarian tissue lay between the fetal 
membranes and the ovarian substance proper, corresponding to the 
“detrituszone” of the normal uterine pregnancy as described by 
Bonnet. 

In comparing their case with others recorded, the authors refer 
to the increasing difficulty of diagnosis the later the case comes under 
observation owing to the gradual absorption of ovarian tissue as the 
embryo develops. They refer to four cases which presented somewhat 
different characteristics to their own. The chief difference consisted 
in the absence of the foetus or fetal tissues, although amnion and 
chorion were present. The layer of ovarian tissue was extremely thin, 
and was in some places even ruptured. The character of the villi 
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with double layer of epithelial cells, the large quantity of blood 
between them, the absence of lutein cells, on the other hand, 
corresponded with theircase. There was no typical corpus luteum pre- 
sent, as occurred in cases recorded by Franz and van Tussenbroek. 
To explain the presence of the corpus luteum one must consider that 
two neighbouring follicles had ruptured at the same time, in one 
of which the ovum had developed, while the other became a corpus 
luteum. The absence of a fetus is due probably to its death 
some time previously and its destruction. This view would seem to 
be supported by the presence of a very small amniotic cavity. In 
a case described by Micholitsch there seems to have been profuse 
hemorrhage after the death of the foetus, giving rise to a blood-mole. 
The presence of syncytium on the chorionic villi as in a normal 
pregnancy, seems to point to its being derived from embryonic cells 
rather than from uterine or glandular cells. 

Their conclusions in considering their own and other recorded 
cases are : — 

1. That ovarian pregnancy arises from fertilization of an ovum 
in the follicle. 

2. That its nourishment is maintained by the absorption by the 
villous epithelium or. syncytium, for which purpose spaces (filled 
with blood) lie between the villi. 

3. According to the depth of the ovum its growth leads to gradual 
absorption of the ovarian tissue, and, finally, to rupture, with 
hemorrhage into the abdominal cavity. 

4. The ovum continues to grow, so that the ovary or its remains 
in the later stages appear as if only attached to the sac. 

5. The sac consists then entirely of foetal membranes. 

6. The life of the embryo depends on whether the villi establish a 
connection with some large vessels by means of the intervillous 
spaces. 

E. Scorr CagMIcHaEL. 

(This case is also alluded to in the paper on “Ovarian Pregnancy ” 
at page 389 of this number of the JourNat.) 


On Ectopic Pregnancy. 


Franaut (Orro von) and Garxiscu. Zeits. fiir Heilkunde, 1905. 
Bd. xxvi., Ht. ix., p. 274. 


Tue authors give a most complete account of the anatomy of two 
cases of ectopic pregnancy. 


1. A 3-weeks’ ovum implanted in a part of the tube-lumen, the 
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uterine end of which was blind. Serial sections, 800 in number, 
showed that the lumen of the tube consisted of two overlapping 
parts, one leading from the abdominal ostium and blind at its uterine 
end, the other leading from the cavity of the uterus and blind at its 
external end. There was a minute communication between the over- 
lapping parts by a canal which was so small that it only showed in 
_three sections. Each lumen was surrounded by its own muscle 
throughout the greater part of the overlapping. The portion of the 
lumen that opened into the uterus showed a labyrinthine congeries 
of diverticula dipping into the muscle wall, giving the typical ap- 
pearance of salpingitis nodosa or adenomyoma of the uterine end of 
the tube. The ovum was implanted in the portion of lumen which 
was blind at its uterine end, nearer to the uterus than the communi- 
cation between the two portions. Both portions showed marked in- 
flammatory changes, the sub-epithelial connective tissue being 
thickened and full of small round cells, and many of the folds of 
mucous membrane being adherent to one another. There was much 
decidual reaction in the mucous membrane surrounding the ovum, 
and also in the labyrinthine invaginations of the other portion of 
the lumen, the appearance resembling that of a young decidua com- 
pacta in the uterus. In the layer of muscle which separated the 
ovum from the lumen of the tube there was quite unmistakeable 
decidual reaction, and also infiltration, and “substitution” by fetal 
cells. Large decidual cells were seen in the inter-muscular connec- 
tive tissue, and decidual changes in the vessel-walls at a distance 
from foetal cells. The decidual change in the over-lying mucous 
membrane is worthy of the name of decidua capsularis. The “sides” 
of the ovum were separated from the lumen by muscle and mucous 
membrane, whilst towards the middle of the capsularis only a thin 
sheet of fibrinous maternal tissue intervened, and in the middle the 
trophoblast had grown into the opposite wall. 


2. Rupture of an interstitial pregnancy three months after mar- 
riage. Excision of the cornu of the uterus. 730 serial sections. 
Werth considers that almost every case of interstitial pregnancy is 
due to the presence of salpingitis nodosa, or to adenomyoma of the 
uterine end of the tube. In this case there were many minute tubules 
lined with epithelium, blind at both ends, separated from the mucous 
membrane bya layer of muscle, but there was no evidence of a diverti- 
culum or of salpingitis nodosa. In the isthmus, 7.e., external to the 
ovum, there were many adhesions between the folds, and numerous 
blind-ended prolongations of the lumen going deep into the mucous 
membrane. At the site of implantation these were absent, but the 
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lumen was divided into two channels by a broad longitudinal con- 
nective-tissue septum, and there were many smaller canals running 
parallel with the long axis and opening at both ends into the larger 
channels. The mucous membrane showed very well-marked decidual 
reaction, looking like young uterine decidua. At one spot there was 
absence of decidual change, the mucous membrane being fibrinous, 
apparently the site of the original perforation of the mucous mem- 
brane by the ovum. The above described condition of the mucous 
membrane had caused great narrowing of the interstitial part of the 
tube, apparently to such a degree that the ovum had been unable to 
reach the uterine cavity. This narrowing was the result of in- 
flammation. The authors make the somewhat startling state- 
ment that endosalpingitis in virgins may occur without any signs 
or symptoms, and leave behind it changes which, although they 
cannot be recognised by palpation or naked-eye examination, 
may cause tubal pregnancy in after years. In this case also 
the connective tissue between the muscle bundles showed decidual 
changes, the nuclei being large and well stained, the cell bodies 
swollen and resembling decidual cells. In the wall of a large vein 
which lay surrounded by muscle there was a beautiful picture of 
decidual change, the cells being large, rich in protoplasm, and con- 
taining large nuclei. In the walls of arteries at some distance from 
the ovum were large cells resembling Langhans’ cells, but un- 
doubtedly maternal in origin. The authors are convinced that 
rupture in this case was due to the destructive action of the tropho- 
blast. 
This paper ends with the following conclusions : — 


1. A congenital diverticulum in the tube has been proved to be 
the cause of a tubal pregnancy. It is probable that acquired diverti- 
cula may act in the same way. 

2. Interstitial pregnancy is not always due to salpingitis nodosa, 
but may be due to narrowing of the uterine part of the tube and 
adhesions between folds of mucous membrane. 

4. Decidual reaction in the inter-muscular connective tissue has 
been proved to occur, and also the development of a regular decidua 
capsularis and decidua basalis in the mucous membrane of the tube. 
(The decidua capsularis and decidua basalis are, however, very soon 
destroyed by the growing ovum.) 


Henry Rvussett ANDREWS. 
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On Interstitial Tubal Gestation, with a report of three cases. 
Waener. Archiv fiir Gyndkol., Band Ixxviii., Heft 2. 


Tue author first discusses the incidence of this rare form of extra- 
uterine gestation. Martin saw one case among 77 cases of ectopic 
gestation, and, according to Rosenthal’s tables, there were 40 cases of 
interstitial tubal gestation among 1,324 ectopic pregnancies. 

In introducing these three cases Wagner points out that the 
intra-mural part of the tube does not run horizontally through 
the uterine wall, but is curved, being slightly convex above. The 
lumen of the tube is 1 to 1} mm. in diameter, and the length of this 
segment of the tube corresponds to the thickness of the uterine wall, 
about 1 cm. Notwithstanding the smallness of this space several 
varieties of interstitial tubal gestation may occur. If the ovum is 
implanted in the centre of the interstitial part of the tube we have 
the genuine interstitial tubal pregnancy. If the ovum settles at the 
mouth of the tube, Wagner calls it tubo-uterine; if near the isthmial 
portion, utero-tubal. In the tubo-uterine variety the ovum may 
gradually grow into the horn of the uterus, and even into the fundus 
itself, and be finally expelled per vias naturales. Schultz states that 
many uterine abortions with uncertain etiology may be due to tubo- 
uterine gestation. 

Case1. The patient, et.33,had had three normal pregnancies, the 
last confinement having been 13 years ago. After eight weeks’ 
amenorrhea she had slight bleeding twice during the last few weeks. 
She complained of shivering, a feeling of weight in the abdomen and 
pain in the back. On examination there was no colostrum, the linea 
alba was pigmented and the vagina not livid. In the right para- 
metrium there was a fixed solid tender tumour; in the middle line 
was the retroverted uterus of normal size separated from the tumour 
by a shallow groove. To the left of the uterus was a movable 
painless fluctuating tumour of the size and shape of a small sausage. 
The case was diagnosed as parametritis in the course of absorption 
on the right side, and tubal pregnancy on the left. A month later 
pain came on, and after two hours a sausage-shaped tumour with a 
central circular constriction was expelled from the uterus per vaginam. 
The mass expelled contained liquor amnii and a well-preserved four 
months’ fetus, slightly shrivelled and mummified. Onexamining the 
patient some time after, the swelling on the right side remained 
the same; the uterus was pushed more to the left, and the tumour on 
the left side had disappeared. The patient afterwards had a normal 
pregnancy. 
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The author explains this case by stating that there was evidently 
a tubo-uterine interstitial pregnancy on the left side, that the pole 
of the ovum directed towards the uterus had grown gradually towards 
the uterine cavity and become partially implanted there, and that the 
constriction seen on the outer surface of the ovum probably corre- 
sponded to the mouth of the tube. The ovum died at the third 
month, after which the mother carried it for another five months. 

Case 1. A nullipara, et. 26, had had amenorrhea for three 
months, and was then seized with pains in the lower part of the 
abdomen accompanied by slight hemorrhage from the vagina. She 
became pale, and fainted. A month later menstruation came on 
and continued regularly. Wagner saw this case ten months after 
the first symptoms, and on examination found the uterus of normal 
size, pushed over to the right. To the left, and attached to the 
uterus, was a small solid tumour about equal in size to an apple. The 
tumour could be felt distinctly enough through the abdomen. 
The abdomen was opened in the middle line, and after separating 
adhesions between the omentum and small intestines the tumour was 
discovered intimately connected with the uterus. The left round 
ligament was seen coming off from the left side of the tumour. 
The tumour was enucleated from the uterine substance and removed 
after ligaturing the broad and round ligaments. The left ovary was 
normal, and was not removed. The right ovary contained a corpus 
luteum. The specimen consisted of a thin-walled sac composed only 
of peritoneum, and contained a well-preserved foetus. (There is no 
mention of the placenta or cord. The diagnosis of interstitial tubal 
pregnancy was apparently made from the anatomical position of the 
round ligament.) 

Interstitial tubal pregnancy as a rule ends with rupture, and may 
do so early. The hemorrhage may be primarily so severe that death 
may occur after a few hours, or there may be occasional hemorrhages. 

Case mm. A woman, et. 28, who had had two normal pregnancies, 
was seized with severe abdominal pain after five weeks’ amenorrhea. 
She was collapsed, with a rapid pulse, and died while preparations 
for operation were being made. At the autopsy four pints of blood 
were found in the peritoneal cavity, and at the upper part of the 
uterus, just above the insertion of the tube, was a perforation 1 cm. 
long and 3 mm. wide. Microscopically the sac of the ovum showed 
large masses of syncytium, but no chorionic villi. The uterine cavity 
was lined with decidua showing the compact and spongy layers. 

Wagner considers that the treatment of interstitial tubal gestation 
must be purely surgical, and that in no other form of ectopic 
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gestation is this so emphatically true. In more advanced cases 
hysterectomy is recommended. For the tubo-uterine variety an 
attempt might be made to remove the ovum from the uterine wall 
with dilatation of the cervix. Walcher successfully dealt with an 
interstitial pregnancy by this method. 

As to the fate of the ovum in the three varieties of interstitial 
gestation, the utero-tubal or those situated towards the isthmus of 
the tube generally ruptured early in the same way as in isthmial 
gestation. Those situated in the centre of the interstitial part of the 
tube separate the muscle in the direction of least resistance, which is 
the upper convex portion of the tube. The tubo-uterine variety, on 
the other hand, most frequently wend their way towards the uterine 
cavity or the muscle of the fundus. 


The paper is illustrated by drawings showing the specimens from 
Cases i. and iii. The latter is an excellent example of an early 


ruptured interstitial pregnancy. 
H. T. Hicks. 


A Case of Ruptured Interstitial Pregnancy. 


ScwakErrer. Zeits. fiir Geburts. und Gyndkol. . Bad. liv., Ht. i., 
p. 173. 


Tue patient had had two children, eleven and eight years ago res- 
pectively, and three miscarriages all induced by herself. The day 
before Schaeffer saw her she had attempted to bring about abortion 
again, having had seven weeks’ amenorrhea. She adopted the same 
means as before, viz., insertion of a hard rubber nozzle into the 
‘vagina, and, according to her own account, well into the uterus, 
followed by irrigation. This caused no pain and she went to sleep 
directly. An hour later however, she was awakened by severe pains 
in her left side which caused her to faint. Thinking that this pain 
was due tocommencing abortion, “and not having a clear conscience,” 
she did not send for a doctor until the morning, after several hours 
of vomiting, severe pain and fainting. Schaeffer found her to be 
suffering from internal hemorrhage, and diagnosed a ruptured extra- 
uterine gestation sac or perforation of the uterus. She died just as 
she reached the hospital. At the post mortem examination the 
abdominal cavity was found to contain an incredible quantity of 
freshly-shed blood, which had come from a rupture of the interstitial 
part of the left tube. The uterine cavity was found to admit only 


490 Journal of Obstetrics and Gynecology 


a small sound. The patient must have inserted the end of the 
irrigation-nozzle into the external os and then pushed the whole 
uterus up with so much force that she caused rupture of the gesta- 


tion sac. 
Henry ANDREWS. 


Repeated Pregnancy in the same tube. 


Hormerer. Berlin. klin. Wochenschr., No. 27, 1905. 


REPEATED tubal pregnancy is of relatively frequent occurrence. In 
the vast majority of the cases hitherto recorded the second pregnancy 
has occurred in the opposite tube. A few cases have, however, been 
recorded as examples of repeated tubal pregnancy on the same side. 
In some of these a hematocele has been found on the same side as 
the earlier pregnancy, and the presence of the hematocele has been 
considered as evidence of the former pregnancy. Hematoceles, 
however, are not always dependent on tubal pregnancy, and therefore 
the evidence in these cases is not conclusive. 

In the reported cases of undoubted repeated pregnancy in the same 
tube the first ovum perished early, and was situated in the uterine 
end of the tube without leading to large hematocele formation, 
and the second ovum was at some subsequent date implanted 
externally to this. Such an occurrence can only be explained by the 
external migration either of the spermatozoon or the fertilized ovum. 
Coe, Heinricius and Kolster have recorded examples of this condition. 
Pregnancy may likewise occur in the fimbriated extremity, or at 
least in the ampullary portion of the tube, as in one of Hofmeier’s 
own cases, and the effused blood may become absorbed, leading to 
restoration of the tubal lumen. Anovum so situated may be removed 
by operation, and the tube left with a restored lumen. Stahl 
removed an ovum so situated, and a year later excised the same 
tube containing a three months’ pregnancy. Lastly, pregnancy may 
occur in the stump of the tube left after removal of a former tubal 
pregnancy. Hofmeier’s case is of this nature :— 

A woman, aged 28, who had had three normal labours, became 
pregnant in March, 1903. In May there was irregular hemorrhage, 
which became continuous after June 8th. Six weeks before admission 
to hospital, on June 27th, there were pain in the left side and bleeding. 
The vagina was patulous, the cervix and uterus were normal and 
the uterus and its appendages were freely movable. Close to the 
insertion of the left tube, but separated by a short thick cord was 
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a hard tumour, equal in size to a goose’s egg; further to the left the 
ovary was felt hard and somewhat enlarged. Anterior colpotomy was 
performed, and the left Fallopian tube was ligatured with catgut 
close to the uterus and readily removed. The inner half of the tube 
was enlarged, and contained an ovum. The left ovary contained 
some cysts, which were punctured. 

On February 7th, 1904, there was a sudden and severe attack of 
uterine hemorrhage, with syncope. The menstrual period was then 
eight days overdue. On the following day the patient was admitted 
into hospital. She was extremely anemic. ‘To the left of the uterus 
was a swelling of the size of the fist, and a similar swelling was 
situated behind the uterus. There was dulness on percussion over 
the dependent parts. After the administration of stimulants and the 
injection of normal saline solution operation was undertaken. The 
abdomen contained much blood and clot. The right appendages 
were normal, but at the left angle of the uterus was a soft, bluish-red 
swelling, from a minute opening in which there flowed a constant 
stream of bright blood. The tumour was excised by deep wedge- 
shaped incisions, and the uterine wall was sutured with catgut. The 
left ovary was also removed. There was a large recent corpus luteum 
in the right ovary. 

The specimen removed at operation consisted of the interstitial 
portion of the Fallopian tube, the mucosa of which was normal. In 
the lumen was an ovum from which there protruded several villi 
at the site of the perforation. The centre of the ovum was somewhat 
compressed by a thrombus, but traces of the foetus were visible 
microscopically. The inner surface of the ovum was lined with 
several layers of large cells continuous with Langhans’ layer in the 
villi. Decidua-like cells were present in the outer layer of the wall 
of the Fallopian tube. 

To prevent restoration of the lumen of the stump of the tube and 
repeated pregnancy in the same tube, Hofmeier recommends that the 
interstitial portion of the tube should be excised by wedge-shaped 
incisions, and the edges of the uterine wound then approximated 
with sutures. 

Morbit recorded a case in which a tubal pregnancy ruptured on 
the side on which two and a half years previously the appendages 
had been removed for pyosalpinx. In Lesse’s case an interstitial 
pregnancy ruptured on the same side one year after the right tube 
had been ligatured and removed for ruptured tubal gestation. 


Frank FE. Tayror. 
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Repeated Extra-uterine Gestation in one and the same tube. 


Micutn. Monatsschr. fiir Geburts. und Gyndkol. Bd. xxii., Heft 4. 


Tuts case illustrates a possible danger of conservative treatment of 
ruptured ectopic gestation or tubal abortion. According to the 
author the conservative treatment has two great objections in 
connection with it—(1) that the sac remaining in the pelvis may 
undergo a variety of inflammatory changes, and (2) that the condition 
may be repeated. He therefore concludes that the best method of 
treatment is to remove the gestation sac in all cases. 

The case was as follows: the patient, 32 years old, had never borne 
a child, though eight years married. Two years previously she had 
been treated for ruptured left tubal gestation by vaginal incision and 
drainage. Complete recovery occurred. Later, menstruation recurred 
and was regular but profuse and painful. Two months previous to ad- 
mission the menses had ceased, and there had been much abdominal pain 
and some bleeding from the vagina. On examination the diagnosis of 
left ruptured extra-uterine gestation was made, together with a small 
right ovarian cyst. By laparotomy the ovarian cyst was found and 
removed, and the gestation sae on the left side was obvious, and also 
removed. In the left tube two cavities were found. One contained 
old blood-clot, whilst the other contained fresh blood with two 
embryos. ‘There can be no doubt that the cavity with old blood-clot 
represented the previous gestation sac of two years before, whilst the 
fresh cavity was the more recently ruptured gestation sac in the same 
tube. 

Tuos. G. STEVENS. 


On Simultaneous Extra- and Intra-uterine Pregnancy. 


Ween. Monatsschr. fiir Geburts. und Gynikol. Bd. xxii., Ht. 6. 


Tue published cases of this important condition now reach a consider- 
able number, several papers having been written upon it and many 
cases collected. The most important recent paper is that of 
Simpson with 115 cases, previous to which Christer-Nilsson, Bichat, 
Zinke and others had contributed important collections. The author 
brings the number of cases up to 119, and reviews the subject from 
all points of view. He considers that only when the ova are fer- 
tilized at the same time and progress equally, can we speak with 
certainty of this condition and exclude superfetation, if the latter 
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condition is possible. The views on its causation have been numerous 
and some are worth considering. For instance, Barnes suggested 
that the presence of an ovum already in the uterus interferes with 
the entrance of another, whilst Parry considers that the swelling of 
the tubal mucosa as a result of the implantation of one ovum in the 
uterus, is enough to prevent another getting there. According to 
Christer-Nilsson the greatest number of cases occurs between the 
ages of 30 and 35, when twins are also commonest, and at this age 
patients have gone through several labours and are therefore more 
likely to have acquired diseases of the genital organs; suggesting that 
a salpingitis may be the cause of one ovum being arrested in the tube. 
It is clear that the ova may come from one or both ovaries, and also 
there is ample evidence to prove that external migration of an ovum 
from one ovary across the peritoneum to the other tube may take 
place. This hypothesis is necessary to account for certain cases 
which have occurred. The author gives interesting diagrams which 
show all the possibilities as to the origin of and path taken by the 
ova, from ovary to uterus or tube. These, of course, are more or less 
hypothetical, but show how many and varied the methods of move- 
ment and embedding of the ova may be. The frequency of occur- 
rence of the condition is variously stated by different authors: Parry 
found 22 cases out of 500 extra-uterine gestations; Schrenkh 4 out 
of 610. The author, out of 140 cases, found only one of simultaneous 
extra- and intra-uterine gestation. Multiparity has a considerable 
bearing on the condition, as it is shown that 79°94 per cent. occurred 
in multipare and only 27°36 per cent. in primipar. This, of course, 
must be considered comparable to the effect multiparity has in the 
causation of extra-uterine gestation in general. 

The course followed by these cases is as one would expect, com- 
monly either an early rupture or tubal abortion with peritoneal bleed- 
ing, or a uterine abortion with subsequent discovery of the extra- 
uterine pregnancy. In one case only did both pregnancies arrive 
at full term and the mother and two feetuses survive. The fate of 
the intra-uterine pregnancy is interesting to note, as in 42 eases out 
of 110 it is noted that full term was reached and 62 ended in abortion, ° 
the majority occurring at the 2nd and 3rd months. Out of 110 cases 
the intra-uterine foetus was born alive in 29°09 per cent. (32 cases). 
The fate of the extra-uterine pregnancy is somewhat curious, for 
out of 95 cases noted, 19 lasted two months, 19 three months, 11 four 
months, whilst no fewer than 28 went to full time, the rest being spread 
over the other periods not mentioned. In three only out of 114 extra- 
uterine pregnancies were the foetuses born alive by operation. The 
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general mortality of the mother in 111 cases was 36°04 per cent.; but, 
taking the cases since 1889, the mortality is found to have dropped to 
29°48. This must be regarded asa most appalling mortality, and it can 
only be expected that this will be lowered when diagnosis becomes 
more sure and early operations are resorted to. The diagnosis must 
always be difficult, especially in the early months. In the later 
months it is said diagnosis is much easier. It is, however, in the 
early months that diagnosis is most important, for operations on 
extra-uterine fcetations are always more hopeful when performed 
early in pregnancy. There can be no doubt that when diagnosed 
the extra-uterine gestation must be operated on at once, without 
considering its effect on the intra-uterine pregnancy. This holds 
good more particularly in the earlier months. Towards the end of 
pregnancy, however, the principles which govern the treatment of 
simple extra-uterine gestation must be adhered to. No hard and 
fast rule can be laid down, but it may be remembered that a full 
term extra-uterine gestation offers the most formidable operation 
which can be conceived, especially if the foetus is living. Therefore 
it may be good practice in such cases to allow the intra-uterine preg- 
nancy to terminate spontaneously, and then, if no accident occurs 
to the extra-uterine one, to wait for the death of the foetus and 
operate when the placental circulation may be expected to have 
more or less ceased. In conclusion, the author describes a case in 
which the intra-uterine pregnancy ended in abortion at about two 
months, and then a pregnant tube and hematocele were removed by 
operation, the patient making a good recovery. 


Tuos. G. STEVENS. 


F. v. NevGesaver. Zentral. fiir Gynikol., 1905. No. 46. 


OF twin pregnancy with abnormal situation of the ovum, or ova, 
there are three types. The most frequent arrangement is for one 
ovum to occupy the uterus and the other to be in the tube. Less 
frequently we find both ova in one tube or an ovum in each Fallopian 
tube. The difficulty of recognizing this complication of pregnancy 
is amply proved by the record of such cases, which shows how seldom 
before operation the diagnosis is made. The increase in the number 
of reported cases in the last few years points to an improvement in 
diagnosis year by year. The author has collected 155 cases, 48 of 
which belong to the last four years, as follows: 9 in 1901, 11 in 
1902, 19 in 1903, 9 in 1904. It is a matter of congratulation that 
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the mortality in these cases has been reduced in proportion to the 
improvement in diagnosis. Prophylactic laparotomy is now taking 
the place of exploratory sounding and curettage of the uterus. 

Case 1. The patient was a multipara; her age is not given; she 
had been married twenty years, and was pregnant for the fourth 
time. Her eldest child was twelve years of age, then followed an 
abortion, and four years previous to the present illness a full-term 
child was born. Four months prior to the onset of acute symptoms 
the patient had consulted the author to know why she had not again 
conceived, as it was her wish to bear a son. Extensive eversion of 
the cervical mucous membrane was then treated by Paquelin’s 
cautery. Pregnancy took place soon after. This proceeded 
smoothly without subjective. symptoms until the beginning of the 
third month (8th—10th week), when the patient was taken suddenly 
ill with sickness, diarrhea and strangury. The symptoms appeared 
on the patient’s return from a ball, about three o’clock in the 
night. v. Neugebauer saw the patient three and a half hours later. 
She was icy cold; the pulse. was scarcely perceptible; the patient was 
quite conscious. The pain in the abdomen caused the patient to 
scream violently. On vaginal examination, the uterus was found to 
correspond in size to a 8—10 weeks’ gestation; it was normal in posi- 
tion. The os was closed; there was no vaginal hemorrhage. The 
abdomen was distended but soft; there was no sign of peritonitis, no 
fluctuation, no dulness, no tumour. The diagnosis was perplexing. 
Poisoning was thought of, since the patient had partaken of fish and 
mayonnaise for supper. The author did all in his power to stimulate 
the patient by ether, caffeine, hot fomentations, etc., but she died 
half-an-hour after his arrival. 

At the autopsy the abdomen was found to be filled with clots and 
fluid blood. The uterus was pregnant. On the anterior surface of 
the right tube, at the junction of the inner and middle thirds there 
was a rent and projecting from it a small fetus 8mm. long. The 
left ovary contained two corpora lutea. There was no trace of 
adnexal inflammation or other abnormality of the tubes. 

Strassman remarked that in simultaneous intra- and extra-uterine 
pregnancy both ova come from the same ovary, and this case con- 
firmed his statement. It is moreover a case of transmigratio externa. 
Another special feature of the case was that the gestation period 
differed with the two ova. The intra-uterine pregnancy corres- 
ponded with the 8th or 10th week, and that in the tube to the 2nd 
or 3rd week. 


Another point of note was the absence of any disease of the 
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internal genitalia. There had only been some cervical ectropion 
which had been treated before pregnancy occurred. The explanation 
of the tubal implantation lay in the supposition that the earlier 
uterine gestation had caused reactionary swelling of the tubal 
mucosa and rendered the right tube impermeable to the passage of 
the ovum which had become fertilized at a later date. A strictly 
pathological causation could be conclusively excluded. 

[v. Neugebauer says it was remarkable that the hemorrhage 
was so furious, seeing that the tubal laceration was very small ; but the 
present writer has in his possession an analogous specimen in which 
the rent is less than one quarter of an inch in length and the tube 
otherwise quite normal. The patient in this instance died nine 
hours after rupture. | 

Recalling the fact that many cases recover without operation, 
the author states that in 190 cases he has operated on 55 and lost 3 
patients, whilst in another series of 135 on whom he did not operate 
he has lost 1—the case just described. He says every surgeon ties 
a bleeding vessel at once. Should there be exceptions to this rule 
in gynecology ? 

Cast 11. The patient was aged twenty-two years. She had been 
married for three months. Two periods had been missed, and for 
the. last two weeks there had been more or less vaginal hemorrhage. 
Suddenly the patient became collapsed and faint, and vomiting set in. 
Internal hemorrhage and enlargement of the uterus was diagnosed. 
The patient was admitted into hospital, and under treatment there 
was some improvement noticeable in her general condition; four 
days later abortion occurred and a dead ovum was expelled, some 
decidua being retained which was removed the day following without 
an anesthetic. On the fifth day after admission the patient insisted on 
going home. On the eleventh day a recurrence of the severe symptoms 
occurred. Thistime she wastaken tothe private hospital of Dr. Winawer, 
who performed laparotomy. The omentum and bowel were adherent to 
a right-sided adnexal tumour. The abdomen contained a quantity of - 
clot and fluid blood and a peritubal hematocele the size of a child’s 
head lay in the pouch of Douglas. In this the right tube lay encap- 

- sulated. It was a case of tubal abortion with heematocele formation. 
The ovum was not found. The right ovary contained a corpus luteum. 
The left adnexa were normal. The patient recovered. The pro- 
ducts of the abortion and the peritubal hematocele were shown at 
the meeting in Kassel, 1903. 

Curnpert Lockyer. 
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Gosrer. Wien. klin. Wochenschr., 1906. No. iii., p. 64. 


Tue writer of this paper describes a case of his own, and discusses its 
clinical bearings in the light of those recorded elsewhere. 

His patient was a woman of 32, 5-para, 3 months pregnant. 
From the commencement of the pregnancy she had noticed pains in 
the right side of the abdomen. At the end of the second month she 
had had an attack of severe pain with sickness, fainting and vaginal 
hemorrhage for two hours, and at times during the third month she 
had had similar but less severe attacks of pain and faintness. When 
examined on her admission to hospital the uterus was found enlarged 
to the size of a three months’ pregnancy, and behind it and to the 
right was a tender elastic tumour filling up the pouch of Douglas 
and pushing down the posterior vaginal wall. There was some 
blood-stained mucoid secretion, and the cervix was slightly dilated. 
The diagnosis of simultaneous extra- and intra-uterine gestation was 
made, the swelling behind the uterus being considered a hematocele 
due to an abortion from the right Fallopian tube. Laparotomy was 
performed, and the hematocele and sac and appendages of the right 
side were removed. During the operation it was found necessary to 
seize the uterus with a volsella and afterwards to suture the 
wounds so made to check the hemorrhage from them. Drainage 
was effected both through the posterior fornix and through the lower 
angle of the abdominal incision. Twenty hours after the operation 
abortion occurred with considerable hemorrhage, necessitating 
evacuation of the remains of the ovum from the uterus. The patient 
afterwards made a good recovery, and was discharged from the 
hospital three weeks later. Amongst a mass of clot in the right tube 
was found what was taken to be an embryo of lem. in length, but 
as it was lost during the further investigation of the specimen this 
was not proved; chorionic villi were, however, found in the tubal sac. 
There was a fresh corpus luteum in the ovary removed, but it was 
not determined at the operation whether there was another in the 
ovary that was left in the body. The uterine embryo measured 
9em.; it could be recognised as a male, and appeared to be of about 
twelve weeks’ development; there was no sign of putrefactive change 
nor maceration. 

This condition is not as rare as might be supposed. Gutzwiller, 
in 1893, collected 18 cases; Strauss, in 1900, collected 32; and 
recently Christer-Nilsson collected 68. To these the writer has 
added 11 others from the literature of the past year besides the one 
just recorded. 
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A review of these cases indicates that a coincident extra- and 
intra-uterine pregnancy is a very serious condition for the mother. 
Christer-Nilsson found the mortality to be 40 per cent. This high 
mortality is due to the difficulty in diagnosis and the consequent 
delay in adopting surgical measures. Usually in the early months 
a correct diagnosis is only made after the abdomen has been opened. 
In some cases a swelling in the neighbourhood of the uterus is 
discovered, and is generally thought to be an ovarian cyst or of an 
inflammatory nature. In many cases retroflexion of the pregnant 
uterus has been diagnosed and dangerous attempts at reposition have 
been made. In many cases where the signs of internal hemorrhage 
have been marked the extra-uterine pregnancy has been diagnosed, 
whilst the uterine has been overlooked. In the fourth and fifth months 
retroflexion of the gravid uterus, ovarian cyst with pregnancy, or 
extra-uterine pregnancy with enlargement of the uterus are the most 
frequent errors. Where this variety of twin pregnancy has reached 
term, no correct diagnosis has been recorded; only in those cases 
where the extra-uterine foetation had encroached on the pelvis and 
formed an obstruction to labour was anything abnormal discovered 
before the birth of the first child. In such cases the obstruction was 
thought to be an ovarian cystor other newgrowth. The extra-uterine 
situation of the second child has been discovered only after examina- 
tion of the interior of the uterus. 


The author next discusses the points which may lead to a diagnosis 
of this complicated form of twin pregnancy. Though the more 
important matter is the recognition of the extra-uterine pregnancy, 
the uterine pregnancy being overlooked may also lead to serious 
consequences as the result of intra-uterine manipulation, e.g., the use 
of the sound or curette, by leading to abortion and to dangerous 
pathological changes in the extra-uterinesac. The uterine pregnancy 
is most likely to be overlooked during the first three months, as the 
enlargement of the uterus in a purely extra-uterine gestation may 
reach even to that of a normal four months’ pregnancy. For this 
reason it has been considered impossible to make certain of an intra- 
uterine pregnancy accompanying an extra-uterine in the early 
months, though some state that they have been able to diagnose the 
uterine pregnancy by the size and marked softness of the uterus 
which have given a sensation as if it contained something. The 
safest thing is to keep in mind this possibility in all cases where 
there is marked enlargement of the uterus accompanying ectopic 
pregnancy, and to refrain from the use of the sound or other intra- 
uterine manipulation. When there are definite signs of serious 
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intra-peritoneal mischief, immediate operation will be indicated, even 
if the exact diagnosis is uncertain, and also if attacks of abdominal 
pain or other symptoms lead to an examination and a tumour is 
discovered outside the uterus. 

The treatment of this condition is entirely surgical, and interfer- 
ence should be as early as possible; Christer-Nilsson’s figures prove 
this conclusively. Of 26 cases operated on, 6 died, whilst 19, or half, 
died of those treated expectantly. It is to be noted, too, in regard 
to the operation deaths, that one patient was moribund at the time of 
operation, and that in the other five the pregnancy had exceeded 
four months, so that great difficulty in the separation of the sac and 
placenta was experienced, giving rise to severe bleeding, and 
frequently portions were left behind, causing sepsis subsequently. 
The evidence of the recorded cases is all in favour of operation being 
carried out as soon as possible, and shows that the risk (to the mother) 
of delay is so great that no thought can be given to the uterine foetus. 
In the rare cases near term, if it has been possible to determine with 
certainty that the extra-uterine foetus is alive and that there is no 
obstruction to delivery, it might be justifiable to await the birth of 
the uterine child, and immediately afterwards to remove the other 
by abdominal section. Otherwise, before operation all intra-uterine 
manipulation must be avoided, and even after operation in the event 
of abortion having occurred, great care must be taken in carrying out 
such removal of retained products of conception as may be necessary. 
Digital evacuation is difficult with a recent abdominal incision, so 
the curette and forceps are best in such cases, but must be used with 
great caution. 

Joun S. Farrparry. 


NOTES ON RECENT LITERATURE ON “SIMULTANEOUS 
EXTRA- AND INTRA-UTERINE PREGNANCY.” 


In addition to the papers abstracted above the following records of 
this condition have appeared in previous numbers of the JouRNaL. 


As an original article :— 


Marsuatt. “ Tubal Gestation with Twin Pregnancy in the Uterus,” 
1903. Vol. iv., p. 448. 


In Review of Current Literature :— 
Zentral. fiir Gyndkol., March 21st, 1903. (Abstract 
in Vol. iii., p. 461.) 


Bicwat. Lev. de Gynécol. et de Chir. Abdom., 1903, No. 3. 
(Abstract in Vol. iv., p. 201.) . 
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Morrison. New York Medical Journal, 1903, No. 26, p. 1,162. 
(Abstract in Vol. iv., p. 409.) 


Meyer. Zentral. fiir Gyndkol., 1903, No. 46. (Abstract in Vol. iv., 
p- 563.) 
An excellent résumé of the subject with copious references will be 


found in the article by WErruHErM, in von Winckel’s Handbuch der 
Gebursthiilfe, Vol. ii., Part L., p.517. 


The most important papers of recent date are :— 
Mitteilungen aus der gynikologischen Klintk 

von Prof. Dr. Otto Engstrém. Bad. iv., Ht. 1, p. 1 (Berlin: 
Karger, 1901). (A most careful monograph containing records 
of 92 cases.) 


Strauss. Zeits. fiir Geburts. und Gyndkol., 1901, Bd. xliv. 


Zinke. American Journ. of Obstet., 1902. Vol. xlv., p. 623. (A 
valuable paper containing reference to some 80 cases.) 
Smpson. Amer. Jour. of Obstet., 1904. Vol. xliv., p. 333. (Contains 

table of 113 cases.) 


These papers will be found to give a review of the subject up to 
the date of their publication. 


Other examples of this condition may be found in the following 
papers 


Boyp. Brit. Med. Journ. Vol. ii., 1901, p. 962. 


v. Archiv fiir Gyndkol., 1902. Bd. lxvi., Ht. 3, 
p- 708. (A single case described in a monograph on ectopic 
pregnancy.) 

Pureroy. Dublin Journ. of Med. Science, May, 1903, p. 348. 
(Contains a case from the gynecological reports of the Rotunda 
Hospital. A previous case was recorded by the same author in 
the “Clinical Reports of the Rotunda Hospitals,’ 1896-7. 
Dublin: John Falconer, 1898.) 

Hacens and Moorueap. Journ. of Amer. Med, Association, 1903. 
Vol. xl., p. 1,440. (Posterior colpotomy for ectopic pregnancy 
followed by uterine abortion 20 hours afterwards.) 

Marvzer. Zentral. fiir Gyndkol., 1903, No. 20, p. 607. (Operation 
for ectopic pregnancy 31 days after operation for uterine 
abortion.) 

med. Wochenschr., 1904. ‘Vol. li., p. 2,051. 

SrittwaGeN. Journ. Amer. Med. Association, 1904, xlii., p. 766. 

Worratt. Austral. Med. Gazette, 1904, xxiii., p. 114. 

Coorer. Memphis Med. Monthly, 1904, xxiv., p. 337. 

Runyan. Nashville J. M. § S., 1904, xevi., p. 53. 


Rocovrneano, Bull. et Mém. Soc. de Chir. de Bucarest, 1904-5, vii., 
28. 
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K. pe Snoo. Nederl. Tijdschr. v. Geneesk., 1904, II., xl., p. 407 and 
478. (Reference in Zentral. fiir Gyndkol., 1905, No. 30, p. 968. 
One case mentioned among 51 cases of ectopic gestation.) 


Mrrapeav and Wiener. Zentral. fiir Gyndkol., 1905, No. 49, p. 1,507. 


GancotpHE. Lyon Méd., 1905, civ., p. 463. (Posterior colpotomy 
for ectopic gestation followed by uterine abortion 9 days later.) 


Bourret. Gazette des Hépitauz, Paris, 1905, Ixxviii., No. 42, p. 497. 
(Interesting discussion of subject; no fresh case recorded.) 


James. Hahnemann Monthly, Philadelphia, 1905, x1., p. 410. 
Miter. New York Med. Record, 1905, lxviii., p. 580. 

Groves. Lond. Obstet. Soc. Trans., 1905. Vol. xlvii., p. 428. 
Auxarpice. British Med Journ., 1905. Vol. i., p. 942. 


J. S. Farrsarrn. 


Lateral Laparotomy for Ruptured Ectopic Gestation. 
Pantatoni. La Presse Médicale, April 7th, 1906. 


Tue author describes a case in which a diagnosis of strangulated 
hernia was made. Although no hernia was palpable, believing that 
there might have been a reduction en bloc, he made an incision in the 
right inguinal region, and found a large quantity of blood in the 
inguinal canal. Suspecting extra-uterine pregnancy, he explored 
and found a ruptured pregnant tube, which was removed. 


E. Scorr CARMICHAEL. 


On True and Apparent Tubal Pregnancy. 


ScHaMBAcHER. Zeits. fiir Geburts. und Gyndkol. Bd. xliii., p. 447. 


Tue patient, aged 33, a multipara, was suddenly seized with severe 
pain in the lower part of the abdomen, intra coitum, and 
fainted several times. Laparotomy was performed four hours 
after the onset of the pain, on account of dulness in the lower 
part of the abdomen, and evidence of free fluid in Douglas’s 
pouch. A large quantity of fluid blood was evacuated, and a 
tear in the posterior layer of the left broad ligament was found 
to be bleeding. The left tube and part of the broad ligament 
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were removed. The tube was small and normal in appearance. The 
tear in the broad ligament was lcm. in length, and started from 
the serous covering of the tube about 1 cm. from the uterine cornu. 
Serial sections showed no evidence of pregnancy. A large vein, one 
of a pair which accompanied an artery running along the tube, was 
found to be torn completely through. It was slightly varicose, and 
showed the typical abnormal structure of varicose veins, viz., 
irregularity of the sheets of muscle in the tunica media, and partial 
absence of muscle and elastic fibres. The tube itself was not torn. 


Henry RvussELL ANDREWS. 


Appendicitis resembling Tubal Pregnancy. 


(LaptHorn). Jfontreal Med. Journ. Vol. xxxv., No. 3. 


A PATIENT, et. 35, was admitted into the Samaritan Hospital, 
Montreal, on January 15th, giving the following history :—She had 
been married twice, and had had two children and one miscarriage by 
her first husband, the last child thirteen years ago. Her last regular 
period ceased in September; both the October and November periods 
had been missed, since when she had had irregular uterine hemorrhages 
associated with a good deal of pain in the right iliac region. She 
had felt faint on several occasions, but had never actually lost 
consciousness. Four days before her admission she had had an acute 
attack of pain in the right iliac fossa, with fever, and her medical 
attendant, not being certain as to the nature of the complaint and 
thinking operation would be necessary, advised her removal to the 
hospital. 

On examination a distinct rounded swelling was felt in the right 
iliac fossa, its most prominent point being about two inches below 
McBurney’s point. It was tensely fluctuating, and there was scarcely 
any muscular resistance. Bimanual examination revealed a rounded 
sausage-shaped swelling in Douglas’s pouch, which was continuous 
with the abdominal mass. The pulse-rate was 70, and the tempera- 
ture 99°4° 

On the strength of the history and physical signs the diagnosis 
of tubal mole was made, and a co-existing appendicitis was considered 
not improbable. 


On opening the abdomen in the middle line it was found that the 
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right tube, fixed by dense adhesions in Douglas’s pouch, was not 
the seat of a pregnancy; the left tube and ovary were healthy. A 
search was then made for the appendix, which was situated deep 
in the pelvis and embedded among adhesions. It had nearly 
become perforated, was gangrenous, and was removed. The small 
intestine to which it had been adherent was greatly thickened and 
very friable. It was now evident that this piece of thickened gut 
was the sausage-shaped mass which had been felt in Douglas’s pouch, 
and was the cause of the mistaken diagnosis. As some pus had escaped 
during the operation it was thought advisable to drain the pelvis by 
passing a rubber tube through the posterior vaginal wall before 
closing the abdomen. 


Four days later the tube was removed, as scarcely any discharge 
was passing through it. This procedure was at once followed by a 


rise of temperature to 104°6° and a pulse-rate of 140, with other © 


symptoms of septic absorption. After re-insertion of the tube 
convalescence was uninterrupted. 


The author, after quoting other instances of the value of vaginal 
drainage, sums up the main points in the diagnosis of this interesting 
case. He points out that the lack of abdominal resistance, the low 
situation of the swelling, the absence of pain, in additional to a 
nearly typical history, all pointed to a tubal gestation rather than to 
a suppurative appendicitis. 


ABERNETHY WILLETT. 


Ruptured Tubal Gestation: Tubercular Meningitis: Death. 
Kiss (G.). Bulletin et Mém. de la Soc. Anat. de Paris, No. 5, 1905. 


A SINGLE woman, aged 37, was admitted to hospital in a partially 
comatose condition, and very difficult to examine. There had been 
incessant vomiting, the ejecta having been at first mucous and bilious, 
later greyish and offensive ; the abdomen was retracted and boat-shaped ; 
there were also obstinate constipation, slight contracture of the upper 
limbs, general hyperesthesia, strabismus, inequality of the pupils and 
a meningeal cry. Lumbar puncture showed a polynuclear leucocytosis. 
The diagnosis of acute tubercular meningitis was confirmed at the 
autopsy, but on opening the abdomen Kiiss was surprised to find 
the pelvis and the pouch of Douglas occupied by a ruptured tubal 
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gestation sac, a foetus of about five months and an enormous mass of 
blood-clot. The pregnancy was in the right tube. The patient had 
not been examined vaginally or bimanually, and the abdominal 
hyperesthesia had been considered to be a symptom of the tubercular 
meningitis, the diagnosis of which was confirmed by lumbar puncture. 
The Anatomical Society concluded that death was due to the 
tubercular meningitis and not to the ruptured tubal gestation. 


Frank E. Taytor. 
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ADVERTISEMENTS. 


FOOD 


for 
Invalids, Convalescents, 


and the Aged. 


BENGER’S FOOD can be enjoyed and assimilated 

when other foods disagree. It forms a delicate and 

highly’ nutritive cream, rich in all the elements 

necessary to maintain vigorous health, but entirely 

free from rough and indigestible particles, which 
: often produce irritation in delicate stomachs. 


“Retained when all other foods are rejected.” 
‘London Medical Record. . 


Benger’s Food is sold in tins by chemists, &c., everywhere. 
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Co 

\ 
Still maintains its great superiority as a highly 
nutritious Food-Beverage, being delicious in 
taste, absolutely pure and most economical 

withal. 
For strength, purity and nourishment, there is nothing 
superior to be found.—WMedical Magazine. 


CADBURY’S 
ABSOLUTELY PURE rnererorne BEST. 
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ADVERTISEMENTS. 


GLYCERIN. HERION CO. (Woolley). 


Each fluid drachm represents 7's of a grain of Heroin Hydro- 
chloride and three grains of Ammonium Hypophosphite, combined 
with Hyoscyamus, Tolu, Glycerin, and Aromatics. 

Glycerin. Heroin Co. has been usefully employed in the 
treatment of Coughs, Phthisis, Bronchitis, Laryngitis, 
Pneumonia, Asthma, ete. 


Dose—Adults, 1 fluid drachm; Children (over three years), 
5 to 30 minims, according to age. 


UNCUENTUM SEDATIVUM (Woolley). 


Containing 5 per cent. of Zinc Oxide and 2 per cent. of 
Carbolic Acid, with other ingredients of a soothing and emollient 
nature. 


For use in eczema, pruritus, chafes, and other inflammatory 
conditions of the skin. 
The Practitioner says :—“We have found this Ointment very useful in the 


treatment of chafed, cunaee and rough conditions of the skin; also in 
some forms of eczema and pruritus.” 


LIQUOR THYMOL ALKALINUS (Wooley), 


alkaline antiseptic deodorising solution, containing 
Thymol, Menthol, Eucalyptol, Sodium Benzoate, Borax, &c. 


This preparation is indicated in affections of the mucous 
membrane and in catarrhal conditions of the nose and throat. It 
has been most successfully used as a nasal douche. 


DIRECTIONS FOR USE. 


As a nasal douche, dilute with 3 to 5 parts of warm water. 
As a gargle, 9 to water. 


DECALCIFIED CANGELLOUS TISSUE. 


Assuggested by Dr. F.W. ROBINSON, Honorary Surgeon, Huddersfield Infirmary.) 


An absorbable dressing for use in the treatment of granulating 
wounds, obstinate fistule, and callous ulcers. 


Descriptive circular, with instructions for use, forwarded on application. 


Supplied in 4 0z. & 8 oz. stoppered bottles, 2/6 & 4/6 each. 


James Woolley, Sons & Co., Ltd. 


Manutacturing Pbarmaceutical Chemists, 
WHOLESALE AND EXPORT DRUGGISTS, 
MANCHESTER. 


Printed and Published by Sherratt & Hughes, 60, Chandos Street London W.C, 
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ADVERTISEMENTS. 


Mottershead & Co.’s Reliable Preparations of 
the Digestive Ferments. 


LIQUOR PEPSINA. 


A solution of Pepsin in its most 
active form and agreeably flavoured. 


Dose: 4 to 1 dram. 


LIQUOR COLLINSONIA ET 
PEPSINA CO. 


A preparation containing the tonic 

principles of the Collinsonia Cana- 

densis in solution with “ Liquor 
Pepsine.” 


Dose: } to 1 dram. 


LIQUOR EVONYMIN ET 
PEPSINA CO. 


This preparation contains the active 
principles of Euonymin Atropur- 
pureus combined with Pepsin. 


Dose: } to 1 dram. 


LIQUOR BISMUTHI ET 
PEPSINA. 


A perfectly clear permanent pre- 
paration containing Pepsin and 
Bismuth in a concentrated form. 


Dose: $ to 1 dram. 


LIQUOR BISMUTH! ET 
PEPSINA CO. 


An elegant and useful preparation 
of Bismuth and Pepsin combined 
with Sedatives. 


Dose : $ to 1 dram. 


PEPTIC SALT. 


A mixture of pure Sodium Chloride 
and Soluble Pepsin. Used in the 
same way as ordinary salt the Pepsin 
becomes intimately mixed with the 
food under the most favourable 
conditions for digesting it. 


LIQUOR PAPAIN. 


A solution of Papain which may be 
prescribed with either acids or 
alkalies. 


Dose: } to 1 dram. 


LIQUOR PAPAIN ET 
BISMUTH. 


Dose: } to 1 dram. 


LIQUOR HORDE! ET 
CASCARA CO. 


A fluid Malt Extract rich in Dias- 
tase in combination with Extract of 
Cascara Sagrada. 


Dose: 1 to 2 drams. 


LIQUOR PANCREATIS. 


A solution of the active principles 
of the Pancreatic Gland. 
Dose: 4 to 1 dram. 


PULV. PEPSINA CO. 


A powder containing all the active 
principles of the natural digestive 
ferments. 


Dose: 5 to 15 grains. 


MOTTERSHEAD & CO., 


Pbarmacists, 


Telegraphic Address: 
“OTTER, MANCHESTER.” 
Telephone: 1374. 


7, EXCHANGE STREET, 
MANCHESTER. 
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